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^: behavioral disordldrs. l^^ever^ th^Ht^ is k>cSw in 

; that ^ is- sometime^ diMc^it to d^iip^be ^ce^^ :^erapy. I 

/ have adopted an ajpproaieh pioneered: 1^^^ stu- 

^ ■ dying the personaiitu f^hei^i^^ nd: what is 
being done^ and theteb^ :)ftss^^ th^ effectiv^ii^ess of sq^^e^^ 

:^he studiea^e presented^^rpnolp 
th^-reader^to sro 4early=S^eri^;^the ' " . 

w^iii^ awry,;}?krid w 

in chapter V/ hbwevet/is i^ .. ' \ 

'. '.tioii^ith Oeorge Furse in the study spf juvenile delinqtifejDcy;-'^:^^ ;,^v. 
This report was. prepared With two aiidiehfces* in : mipidt ■ Pji^ syyi^hjqfOi , • 

primarily interested in practice v^rig, to re«td chapters "^v^-^^^^ 
" \and1^ey may::^lso want to^ look at appendices 2 arid; 1^ Technicikji 

been'kept to a mipinjuni in these portions of the r^ TTi^^spialt^ 
^ .^are r^jpoi^ted^ i chapters III, %1V, and Vi and; reseiur^^ 
^';:=discusSi^d in ch^i^ter VII and in appendices- l^andl^^ to dv>;- - ^^^^^^^^^ 

A number of critical issues are considered, sonje of thfeni inelhodol^^ 



pothers .s^bstantive. One recurring question concerns the eite^^ 
may be possible to specify flfood psycho-spciial therapy in general. Orltov^ 
find <^e psycho-social therapy which is appropriate to each type bf hui^^^^^^^ 
problem? On this issue will ultimately depend the optimal designs for meni^^^ ; . 
health serviceid, for mental health research, and for mental health irainingi. 

" ' James K. Dent, |^h.D. ^ 
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ABDRUG A/six-item predictor foriihetapists' sue 
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ficie^ , . >^ :r I ;• ; 

y BC-i, BC-S, BC-3, and BC-4 See below: Quay 1. Quay 2, Quay 3, andoQuay 4. ^; ' 

D SVIB items that correlate with effectiveness with depressi^ve^'a^^ 
with depre^sives, and are included in the PtQ. This i^i il 
specific, di-iigrfree predictor. (See page 42.) /^^^^^ 

An A-B cluster within D. These items, all relate^ 
suits, are rejected by therapists effective with depressives. iS^ .page 43 
DCiyiC An A-B cluster within D. These items seem to represeibt k bzfoad^^^^ 
r social concern and a rejection of rugged individualism; (Sei^^^^^^ 

1^ iJiV; Items that correlate with effectiveness with &of^ depir^ssiyes i^ 

neurotics. It is a weak, drug-free predictor. (See page 42.) 
DOTHR Items thai correlate with drug-free effectiveness with' dep^^^^ 

but lound too late in analysis to include in the PTQ. (See paire 42.) 
ECT Electroconvulsive therapy. " Jr\ * 7, 

F Scale "Authoritarianism," items that^e^ure ethnocehtrfsm indirectly. 

(See ** Antidemocratic," page 136.) " ^ ' 

Form C A second revision of the PTQ. (See. appendix 8.) 
<■ Gamma A rank-order correlation coefficient, which can be interpreted as the 
' proportion of nonreversals in rank. (See page 105.) ' , • 

' MMPI Minnesota Multiphasic PersonaUty Inventory. A personality te^^^ 
V i . • cerhed primarily with psychopathology. 

MP Manifest personality scale. Items in such a scale are measuring what 
. ' tbey appw to be measuring. By contrast, in criterion-based scales (A-B 
predictors and clusters, the F Scale, and the Independence of Judgement 
. Scale) the items may not look at all like the dimensions they measure. 
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,.;:/ ';;." . ■ .■*■■''•■'.'..-• '. . ; ■ ■ . • . '/ ■ \ ,;.''.r.' 

MPRV. Crltef ion of therapist effectiveness. In the Phipps data, it is the peir- 
ceht^f patients improved. In the Loysville data it is an avefage of ratings 
of imprbyement by judges arid helpers. A letter or number is added to 
MPRV to indicate the diagnosis ofihe clients^f or which it was cdmputed. 

. (See pages 41 and 5^.) " . ■ ^^--7^^-^.'*r 

MPRVD Percent improved of depressives (Phipps Clmic). ^ 
MPRV ff; Percent iihproved of neurotics (Phipps Clinic) 
MPRXlS 
MPRV 1 
MPRV 2 
MPRVS 
MPRVJk 
MPRV 5 
MPRV 6 
N 
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Perc€fnt improved of schizophrenics (Phipps Clinic). 
Average rated improvement in neurotics (Loysville). 
Average rated iinpr<)vemeht in situationals (Loysville). 
Average rated improvement in subculturals (Lpysville). 
Average rated imprijy^ment in manipulators (Loysville). . V 
Average rated improvement in conformists (Loysville). ' • ' "~ 
, «. Avifrage rated improvement in asocial (Loysville). 
SVIB iteips that correlate with effectiveness with neurotics i^nd bnly with 
ne'ui-otics, and are included in the P^Q. This is a neurotic-specific, drug- 

« free predictor. tSee p|ge 42| ' 
N OTHR Jh^^ thgjt^dwiate with drug-free effectiveness with neurotics 
# , but w5ir?oificrtqo late to be included in the P^Q. (See page 43.)' 

NS0L VE/ An A-B cluster within N. These itepis relate to problem solving 
> and are rejected. by therapists effective with neurotics. (See page 44'.) . 
NQESTl An A-B cluster "within N. The items are heterogeneous but include 

a liking for literature. (See pages 44 and 73.) ■ t 
NQEST2 An A-B cluster within N. The meaning is Unclear. 
PTQ Personal Tendencies Questionnaire (See Appendices 3, 4 and 8.) 
QUA Y 1 Quay and Parsons classification for "Inadequate-Immature." Specif- 
ically, Quay 1 stands for a IS^item scale that is supposed to predict success 
withfthis type of delinquent^ / ,;• • ^ 

Qt7A Y 2 Similar to QUAY-'T^Wt for •■Neurotic-Distu^ 
QUA YS Similar to QUAY 1 but for "Unsocialized-Psyc^opalhic." 
QCMY^ Similar to QUAY 1 but for "Socialized-Subcultural." 
r The Pearsonian product-moment correlation coefficient. 
S SVIB items that correlate with effectiveness with schizophrenics, and only . 
with schizophrenics, and are; included in the PTQ. This is a schizophrenic- 
specific, drtlg-free piredictor. (See page 42.) . 
SD SVIB items that correlate with drug-free e|j^ctiveness with both schizo- 
phrenics and depressives. (See pagie 41.) 
\S OTHR SVIB items that correlate with effectiveness with schizophrenics 
but were found too latje to be included in the PTQ: (See page 42.) 
^T^SQUEST An A-B cluster within S. These items are heterpgerieous. They 
may possibly represent*extroversion. (See pages 43 and 47.) ^ ' 
SXPRSA An A-B cluster within S. The^e items have in common a liking for 
active, involved, sbcia,! expresslon^4See page 43.) . 
' SXPRSS An A-B cluster within S. Social expressioh, but not so active and 
involved. (See page 43.) y * . ; ■ 

SVIB The Strong Vocational Interest Blank. In the present studies it refers 
^ .' ' onlj^ to the 400-item Form M. " 

TAT The Thematic apperception Test,- a projective (pictures^ personality 

test,- ■ ■ . \ . ;'. ' ■ ' ■■. " 

TOTL D All those SVl6 i^ms in. the PTQ that correlate with drug-free ef- 
, fectiveness with depressives. - , . 

TOTL D =; D -t- SD -t DN. (See page 41.) . \ • ' 
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xU * • ■ ABBREVIATIONS ' ' _ 

TOTL N AH thpse SVIB items in the-PTQ that correlate with drug-ftpe ef- 
fectiveness with neurotics. 

. TOTL N - N + DN. (See page 41.) ' . ^ 

TOTL S AU those SVIB items in the PtQ that correlate with drug-free effec- 
tiveness with schizophrenics. 
'T'0TE.S - S + SD. (See page 41.) 

V.A. Veterans Administration, specifically a stidy done in outpatient clinics 
by McNair, et al. ' 
/ W-B 23 The 23-item "A-B Scale" of Whitehorn and Betz. Specifically, the 
variable consists of the original scores -for the Phipps Clinic residents as 
computed by Betz on the system indicate;^ in table 1. 

W-B 'S2 A score, computed from the PTQ for 22 of the 23 items and highly 
correlated with the W-B 23. (See pages 32 and 106.) 

YDC Youth Development Center, specifically the one at Loysville, Penn- 
sylvania. » 
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CKapter I 

Overview 

Studies of the effectiveness pf t(ie psycho^ 
social thera|>ies have been plagued on the one 
hand by "null'^ findings (no effects, no dif- 
ferences, etc.) and on the other with inconsis- 
tent findings (findings that don't "add up"), The 
reason may be that the various psycho-social 
therapies are not themselves clearly defined 
and are rarely themselves ^'measured" when 
research is done on them. It is proposed that 
the therapies be defined by the p ersonality 



characteristics of therapists, and that the 
salient dimensions of these therapies be de- 
fined by personality characteristics of effective 
therapists. Evidence of the validity, of these 
premises is summarized in chapter II. r 

This is not to suggest that studies of 
therapists' personalities are more useful than 
studie3 of therapists' behaviors or of thera- 
peutic processes. Rather, the various ap- 
proaches ^are viewed as complementary. It is 
much cheaper to study therapists' personali- 
ties than to study their myriad behaviors. 
Moreover, understanding therapists' per- 
sonalities attaches meaning to their behaviors. 
Such understanding gives us broad hints about 
what tjierapiats do and it suggests what to look 
for in therapeutic processes. There are, unfbr- 
.tunately, in many clinical settings, rooms full of 
tapes and films that have never been analyzed. 
Simply defining what we should look for is a 
prodigious task in itself. 

Accordingly, considerable attention is given 
in chapters II and 'VII to the probat)le cost-ef- 
fectiveness of ^various research approaches* 
Guidelines are set forth to help us in exploring 
uncharted areas. In the absence of research on 
comparative research strategies, no conclusions 
are possible. But the thesis is advanced that 
research purposes sometimes require simple, 
naturalistic designs. Such designs may ni)t only 
be mote cost-effective, but p^ibly more effec- 
tive ih absdlute terms, than ^e complex, cost- 
ly, contrived designs. The studies reported 
here illustrate such simple designs. It is impor- 
lant to. emphasize that the resources that^ere 
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committed to these studies are miniscule com- 
pared to many other studies of psycho-sociil 
ther^tpies. Of course, verification of worth can 
come only with repeated studies that, are 
carefully evaluated. 

The studies to be ^rebented also iUustrate 
comparative research strategies (comparing 
neuroses with the schizophrenias, etc.) as op- 
posed to categorical studies (o! a single 
disorder). Again it is not asserted that com^ 
arative~studies are superior,* but only that 



thw approach has probably been undervalued 
in the overall distribution of research efforts* 
* The .comparative approach facilitates con- 
sideratipn of one issue that has wide ramifica- 
tions in the definition of services, and their 
design and evaluation. This issue mi^ht^ be 
posed: To what extent do .the various mental 
disorders require similar therapies (the 
generalist approach) or does each disorder re- 
quire its own specialized therapy (the differen- 
tial hypothesis)? The findings of the studies 
presented here, as well as of the other studies, 
are vei*y much in support of the differential 
hypothesis, In this way, the comparative ap- 
proach serves to define the generality of find- 
ings from thcTcategorial studies. The differen- 
tial hypothesis has widespread implications for 
the design of mental health programs, but 
much more research is needed before these im* 
plications can be elaborated with confidence. 

The comparative approach -also helps us to 
define "regions" or "rubrics" What are the 
limits of the region called "mental disorders"? 
Findings to l^j^resented suggest that there is 
considerable overlap between .the ijegion called 
"mental disorders'V and the region called 
"delinquency;/ While this overlap has been 
I recognized for many decades, there has been 
little progress. in defining how the two re|jions 
differ, ^or whether, indeed, * there are two 
regions or many. The present findings suggest 
that juvenile delinquents af^e even more 
heterogeneous than are the mentally 
disord^ired. There is no one correct approach to 
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delinquentsTt but rather an* appfopriate ap- 
proach to each type of Idelinquem, some of the 
approaches being in opposition to each other. 
Great progress has heAn madje in recent years 
in the differential treatment of juvenile delin- 
quents^ 

These studies to be presented are concerned 
w^th ^ne-to-one therapy. The social nature of 
suciy "psychotherapy" is emphasized and sug- 
gestions are made that certain characteristics 
of one-to-one therap^wil^ generalize to milieu 
therapy and to other psycho-social therapies. 

The present research grows out of the work 
of White horn and Betz with schizophrenics at 
the Henry Phipps Clinic of the Johns Hopkins 
Hospital. The findings serve to clarify their 
work and to explain the anomalies in findings 
of others who have tried to work with their 
"A-B Scale" predicting success with 
schizophrenics. New light is shed on the ''func- 
tional reversal" of this scale — the fact that it 
tends to reverse as we pass from 'lone 
diagnostic group to another. In addition* there 
is new evidence presented that the scale tends 
to reverse its nieaning (the ''semantic rever- 
sal") as we pass from hospital to honhospital 
therapists. 

While many statistical findings are 
presented, some of them must be viewed as 
tentative, pending replication, because the 
methods that are used are not established 
onQS. However, there are some findings that 
are ..replicated in more than on^ sample. (1) 
Both the functional reversal and the semantic 



reversal of t|ie "A-B Scale" are supported in 
various ways. Indeed, the fipdings clearly sug- 
gest that the semantic reversal probably ^ex- 
plains many of the inconsistencies that have 
been observed in the various studies using the 
"A-B Scale," and that the functional reversal is 
unlikely to be found with consistency unless\ 
the therapists and patients are drawn from 
certain defined populations. (2) A new scale in- 
volving the rejection of < problem solving is 
found to characterize therapists who are effec- 
tive with neurotics both at the Phipps Clinic 
and among neurotic delinquents at th^ 
Loysville Youth Development Center. This is 
taken as evidence in support of Freud's con- 
cern that the neurotic client be allowed to 
solve his own problems. (3) Another new scale 
suggests that therapists effective with 
schizophrenics take an active, involved in- 
terest in the patient. This supports the find- 
ings of Whitehorn and Betz that schizo- 
phrenics require active, participative leader- 
ship. (This requirement may not hold when 
drugs are prescribed.) (4) But regardless of 
whether drugs ire prescribed, evidence is 
presented that schizophrenics must be treated 
with tolerance and understanding. 
V There is considerable attention to the 
assumptions underlying this research and to 
the implications of the findings * for future 
research. Of particular importance is the, 
careful definition of the population of clients 
and the population of therapists that are" being 
studied. ^ 
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These studies will be reported chronplogrt- 
cally— "as they happened " I am concerned not 
only with what we learn but also with how we 
learn. A . chronological presentation makes it 
more c^sar how the knowledge was gained, 
'what errors were made, and how best to pro- 
ceed with further studies. 

The two lines of inquiry — what we know, and 
how best we learn— are i nf^erwin ed. Some ef- 
fort will be .made to separate them, for some 
readers will be concerned primarily with the 
clinical substance, not the methods and 
strategies of research. Insofar as possible, 
technical matters are relegated to footnotes 
and appendices in order to maintain the^ con- 
tinuity of clinical content. 

Unfortupately, there are some issues , of 
substance which turn upon issues of method. 
For example, some people are convinced that ^ 
the psyqho-social therapies ' are ineffective, . 
This important issu6 requires some considera- 
tion of methods in order to interpret data that 
are presently available. But first we need to 
define where we^ire. » 

My interest in the effectiveness of the 
psycho-social thek-apies arosie from an interest 
in the organizational design of effective mental 
health 9«rvic6 programs. I came to the convic- 
tion a dofeen years ago that we could not design 
or evaluate mental health programs very well 
unless we understood the effectiveness of the 
elements of those programs- While there is 
^ome evidence to support this conviction, it is 
' not the kind of proposition that lends itself to 
ready proof. In any event, I set out to study the 
effectiveness of elements of mental health ser- 
\ vice programs. I soon found myself in trouble 
" here, for the elements were not well defined, at 
least not with tjie kind of precision that a 
researcher needs* ^ 

For almost any kind of problem it is useful to 
have (1) a statement of the desired outcome 
(reduce anxiety), (2) a definition of the problem, 
' sometimes called a Jdiagnoais (repression), and 
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(3) a definitionol*^ appropriate intervention 
tfree association)/ These three .types of 
variables— outcome, control variables, and in- 
tetventions— are presenteid - in detail else- 
where (Dent, 1966)/ ^ 

Progress; has been made in the definitiqn of 
outcomes, sonietimes called . criterion 
^variables, or dependent variable^^SVaskow and 
Parloff, 1974; Berzins, Bednar. and Severy, 
1975). With respect to the control variables, 
the mpst important seems to be diajg^nosis. 
While progress here is slow, new distinctions 
and new criteria are continually, emerging. In- 
dividual ^iagijioses continue to b^ somewhat : 
unreliable, but diagnoses derived from a con- 
sensus of several sources have been found to' 
be very useful in statistical analyses of the 
* mental disorders. The importance of diagnosis 
can be seen by looking again at the iilustration . 
in the last paragraph. If we siibi^titute **phobia" 
for "repression," then "free association** is^ no , 
longer the -appropriate intervention.^ 

Tche word "evaluation" is used ambiguously - 
in clinical practice. Frequently, it means 
diagnosis rather than evaluation (the actual 
measured outcome). Insofar as diagnosis car- 
ries a prognosis, evaluation may be implied. 
This confusion of two concepts which may be 
statistically related but are conceptually dif- 
ferent contributes to the pejorative dangers of 
diagnosis and inhibits our understanding of ef- 
fective and ineffective treatments. If a proce^ 
schizophrenic recovers, many clinicians do not 
look for the reasons; they simply conclude it was 
not process schizophrenia- Small wonder that 
psychiatric diagnoses are not respected! 

It is with respect to the interventions (the 
therapies, the independent variables) that the 
situation is most confused. On the one hand, we 
now have precise definitions of certain kinds of 
drug interventions and these interventions are 
specific to certain diagnoses. On the other 
hand, with respect to the psycho^social 
therapies, we use such words as "psycho- 
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analytic " "nondirectiy^;' "milieu " and so 
forth. As descriptions of wh^t therapists ac- 
tually dOt these words are not at all precise. 
One solution to this problem is to attempt to 
describe the gersonaiityi of the therapist. This 
chapter is concerned with the rationale and the 
.empirical evidence supportingTsuch an api 
proach. and with the issues thavmust be dealt 
With in defining the psycho-social therapies. 



Why Study the Personality 
of the Therapist? 

Why study the i)ersonality of the therapist? 
This question is particularly appropriate since 
two ot the giants of psychotherapy, Sigmund 
Freud and Carl Rogers, tended to view the per- 
sonality of the therapist as something to be 
kept out of therapy. Both of them emphasized 
technique. 

Freud wrote in 1913: 

• • " *' ' 

I adhere firmly to the plan of requiring the pa- 
. tient to recline upon a sofa, while one sits behind 
him out of his sight Since while I listen, I re- 
sign myself to the control of my unconscious 
thoughts I do not wish my expression^to give the 
patient indications which hie may interpret or 
which may influence him in his communications 
(1959, voL 2, p. 354). 

In 1951, Rogers wrote: 

There can be no doubt that every therapist, 
even when he has resolved many of his own dif- 
ficulties in a therapeutic relationship, still has 
troubling conflicts, tendencies to project, or un- 
realistic attitudes on <^ertain matters. How to 
keep these warped attitudes from blocking 
therapy or harming the client has been an im- 
' portaht topic in therapeutic tniiiking. 

In client-centered therapy this problem has 
' been minimized considerably by the very nature 
of the therapist's function. Warped or unrealis- 
tic attitudes are "most likely to be evident 
wherever evaluations are made ... . ^,^In any 
therkpy in which the counselor is asking himself 
"How do I see this? How do I understaiid'^this 
material?" the door is wide open for . the per^ 
sonal needs or conflicts of the therapist to dis- 
tort these evaluations. But where the coun- 
selor's central question is "How does a client see 
this?" and where he is continually checking his 
own understanding of the client's perception by 
putting forth tentative statements of it, dis- 
tortion based upon the counselor's conflicts is 
much less apt to enter, and much'more apt to be 
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corrected by the client if itWes enter (1951. 
p. 42). / 

Thus both Freud and Rogers with their very 
'ferent techniques hold a common view that 



technique should and can prevent the intrusion 
of a therapist's personality into the 'thera- 
peutic process* It is a reasonable generaliza- 
tion that most cognitive, therapists* behavior 
th(^rapists, and behavior modifiers would agree 
with this position. In contrast, Carl Jung wrote 
in 1934: 



It is in fact largely immaterial what sort of tech- 
nique he use s» for the point is not the technique 
but the person who uses the technique .... the 
personality and attitude of Ihe doctor ar^ of 
supreme importance-* whether he appreciates 
this fact or not .... the Freudian school assorts 
that this has nothing to do' with psychoanalysiis. 
Psychoanalysis is evidently a technique behind 
which the human being vanishes, and^which al- 
ways remains the same no matter who practices 
it. (1964, p. 159-163). 



m 1953, Therese Benedek reviewed the 
traditional view bf the countertransference, 
nan^ely: by emphasizing technique and sitting 
behind the patient, therapists can keep their 
own personalities out of the therapy. She ques- 
tioned that this was possible^ and after giving 
maniy examples, concluded that ''a therapists 
persionality is the most important agent in ^the 
therapeutic process" (Benedek, 1953, p: 208K 
As we shali see below, a formidable array of 
clinicians and clinical researchers (Menninger, 
Prinzhorn,. Riepiann, Sirupp, and Sullivan) 
agree with Jung and Benedek that the per- 
sonajity of the therapist is a critical variable. 

But the disagreement is more apparent than 
realJTo deal with it we must understand the 
relationship among the following three sets of 
variables: (1) the formalized or idealized tech- 
piques, (2) ^thfi actual behaviors of individual 
therajpists in therapy, ^nd (3) their per- 
sonalities. Of purticular interest is a study of 
therapeutic styles which was done by Marylou 
Lionells in 1967. 

Lionells built her conceptions of therapeutic 
styles on the works of Gilbert and Levinson ^ 
(1956), Sharaf and Levinson (1957), Hollingshead 
and Redlich (1958), Strauss et al. (1964), and ^ 
Sundland and Barker (1962). She was par:^ 
ticularly influenced by the work* of Hans^ 
Sti^upp (1955 and I960). S(lrupp had found that ' 
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he was . unable to disciriminate among 
therapists' behaviors on thelbasis of their pro* 
fession or their theoretical school. He conclud- 
ed that the chief differences! among therapists 
. with respe<5i. to their techniques are probably 
determined by their personalities (Strupp* 
1960, p. 285. 288, '307). Lionells therefore set 
out to answer the question: What determines a 
therapist's' style? Is it training (psychiatrist, 
psychoanalyst, psychologist, social worker), 
. tK^etical oriefttation (Freudian, Sullivanian, 
Rogeri&n, and so forth), or personality (as 
^ measu/ed by the TAT and a self-rating inven- 
tory)? . V ^ 
* What is. therapeutic style? This question re- 
qijires a brief discussion. There is a great deal 
of concern with what acu^Uy goes on in 
therapy. What does the therapist do? Such an 
. emphasis serves the^ currenirr^cientific 
Zci<flfcis« of behavior ism/and it also serves cer- 
tain prof essiohal needs that will be discussed 
further below. From the standpoint of research 
strategy the emp'hasis on behavior has been a 
mixed blessing. While behaviorism, has made 
our thinking and our research methods more 
>,precise, th«re have been two major failings. 
;Pirst, there is a tendency to get lost in a mass 
of complex di^tail that doesn't seem to add up 
tb anything, and second, there is a tendency t0 
^ -lose sight of the fact that therapy is a relation- . 
ship. It is described not simply by the behavior ^ 
of the, therapist and of the pajtient but also by 
; the relationship between them. In fact, Sloane 
et ai. (1975) found that the relationship 
-measureis were, particularly potent predictors 
of 6utcome» i 
* Thd cumbersome phrase] *'psycho-social l 
therapies'* is Used in order | to k^ep firmly 
before Ms the fact that there are many 
' psychotherapies and they are |defined not sim- 
ply by what the individuals do, but also by ^the | 
reciprocal meanings of their acts, i.e., the rela- 
tionships between the individuals. All of the ' 
psychotherapiesj are not only psychological, 
they^are also social. 

The cumbersome phrase has another pur- 
' pose, namely, to avoid artificial boundaries 
that tend to be set between psychotherapy and 
behavior therapy, between psychotherapy and 
milieu therapy, between psychotherapy and 
. various group therapies, and so forth. , These 
boundaries tend to limit our vision. It is my ex- 
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pectation that we wili'sfipmeday find -that cer- . 
tain kinds of psychotherapy a^re less akin to 
other kinds of psychotherapy than they are tq ; 
certain kirfds of milieu therapy-^ someday ^ 
when we understand how various kinds of rela- 
i tionships affect outcomes. Thus, although the 
research to be presented i* all in the one-to-one 
context, it is^ hoped that the relationships ie)c- 
plored can ultimateiy be differentiated within ' 
and generalized across our* current psycho- 
social therapeutic modalities. 

Understanding the appropriate relation*^ 
ships may facilitate generalization,-'i.e., types 
of relatipnships may generalize more easily 
than specific behaviors. The specific behaviors 
appropriate to a particular relationship may be 
different in jdifferent modalities. 

Consider the word "nurturant^' This word 
ean-be-conceived-to describe a therapSt but it 
is also descriptive of one-half of a social rela- 
tionship. If the social relationship is reasonably , 
stable, then the other half can be presumed to 
be reciprocal: accepting nurti^fance. Consider 
now the myriad behaviors that might be 
dlbserved which might be indicative of a.nur- 
turant relationship. Consider also that for 
many of these behaviors, we would need to 
know the age and sex combinations involved in 
order to be certain thAt they indeed indicated 
nurturance. It might be nice to have all this 
detail. On*the other hand, if nurturance is of no . 
signifiqjihce in the therapeutic .relation- 
ship—there is no present knbwledge of 
this —then there is a question that we ought to 
devote 6ur, energies to the detailed study of 
nut;turant behaviors. If we can characterize 
relaiiorisMpsf at ; a more global level, as: a 
preliminafy test, we can determine which 
kiiids' of relationships should be studied more 
intensively - 

'The iniportatit thing here is that therapeutic 
style |s not simply a set of behaviors. It ajso. 
defines characteristic relationships jjetw^en 
therapists and clients. ^ 

In defining therapeutic styles, Lionells 
derived her data from lengthy interviews wVkh 
177 "psychoanalysts, psychiatrists, psych^^J- 
ogists, and social workers. Factor analysis of 
specific therapeutic behaviors yielded five 
styles which Lionells labeled '^egalitarian,^ 
''dogmatic;" ^^normalizing,'! "pragmatic," andi 
"authoritarian." Examples 6f the behavior 
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items are: "the therapist generally upes tree 
association" and "the therapist will soihetimes 
use conf];ontation techniques/* Throujjh factor 
aiialyses» these behaviors were clustered, a 
particular behavior being associated with^ one 
or more therapeutic style?, or alternately, a 
style being defined by a cltlster of behaviors. 

Lioqell's analysis is interesting bul lengthy 
and complicated. Sumniarizing, she writes: 
"Given a certain personality configuration, the 
therapist will tend to adopt one therapeutic 
style over another, to a large extent, 
regardless/of the theoretical school into which 
he h|is bieen iiidoctrinated and the profession 
he jias chosen" (Lionells, 1967; p. -247): While 
professional training and theoretical position 
do in/luence style, they are relatively minor 
compared t6 thejnfluence'of personality. Thus, 
i^i one wants to kijaw more quickly and easily 
ywhdt a therapist does in therapy, one does not 
inquire-about training or therapeutic iden- 
tification* One inquires into his or her per- 
sonality. 

\ Perhaps we should not be surprised that the 
therapist's ^tyle is related more to personality 
than to training/ All psychotherapists are 
^trained to be aware of themselves, to try to.bf 
true to themselves, to be genuine. In a sense 
then, we train therapists to express them- 
selves. More importantly, since there is very 
little sure knowledge of how they should relate 
to different kinds of patients, it is only natural 
that they should relate to them naturally. 
Perhaps, at some future time when we have 
sounder bases for telling them how to relate to 
various kinds of patients, we^ill find that 
training is more important then personality* 

There is yet another way to view these find- 
ings. When we speak of technique, we are talk- 
ing about prescribed technique, e.g. psycho- 
analysis. What actually goes on in "psycho- 
analysis" is guite. variable. Technique refers 
therefore to the prescribed behavior for a par- 
ticular type of therapy; it does not describe the 
actual behavior of therapists. For that, we 
ihuist conduct detailed observations, or, we 
may approximate that behavior by attempting 
to measure the therapist's personality. ^^ 
Finally, and most troublesome, if research- 
ers have evaluated psychotherapy, and they 
can tell us only (h^t it was ^^psychoanalytic" or 
"supportive*'* or some such theoretically 
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prescribed technique, we must reluctantly ac- 
cept the fact that we don't really know very 
much abput what was evaluated, what thera- 
peutic styles were used in the therapy. 

The optimtfm research strategy considers 
not only what it is that we seek to understand, 
but^also how much understanding we currently 
h^w. We have little systematic knowledge of 
, the^^ycho-social therapies. Under these cir- 
cumstances, We should explore: measure large 
numbers of variables as inexpensively as possi- 
ble with a view tojdefining those areas where 
further expenditure of resources will pay off. 
The personality of the therapist is more easily 
measured than behavior; personality will tell 
us a good bit about what the therapist does; 
and understanding the personality of the 
therapist will give us . understanding of the 
meaning of his or her behaviors. 

In laasi, Harry Stack Sullivan wrote: 

The self mediates in most attempts at cominuni- 
cating information. Two people talking together 
say verbal combinations more or less entirely 
self-consciously. The. two personalities inte- 
grated into the total situation within which this 
self-to«self conversation is occurring communi-\. 
^ cate more or less, as it were, under cover of the 
verbal interchange. A penumbra of personality- 
meaning is attached to thie culturally standard- 
ized words. It is«conveyed from one to another in 
the-measure that there is empathic linkage from 
' similarity of personality. (Sullivan, 1972, p. 330, 
• emphasis in the original) 

The logical consequence of Sullivan's posi- 
tion is that we must approach the psycho-social 
therapies through the personalities of the 
therapist and the patient, not simply because it 
is efficient to do this, but because it is the only 
valid approach. The ofitcome of therapy is 
determined, not by what is said and done, but 
by what is meant and understood. Sullivan's 
position is thai meaning and understanding are 
a result of a complex subliminal interaction of 
personalities. * 

No attenipt will be made here to appraise 
the positions that have been taken by various 
expert observers of the field. While the fin(l- 
ings to be presented below shed light on some 
of the controversies (see chapter VI), we will 
need a great many studies of therapists' per- 
sonalities and of therapeutic process befiojre 
these issues can be resolved. 

ID ' ' . ■ 



The Good Therapi^ VS. the 
Appropriate Therapist 

How does the therapeutic style, as indicated 
by the personality of the therapist^ affect the 
outcome of therapy? Is it that certain kinds of 
therapists are "good" in the sense that they 
are effective with most disorders under most 
conditions? Or do different disorders require 
different skills and different kinds of 
therapists? The first of these views has been 
called the "generalist" approach; certain 
therapies or therapists are seen as effective / 
across the board. The second approach^/ 
assumes that different disorders require dif-J 
ferent treatments; it will be called the **di|n 
fereritial approach/* {See, for exampfje,^ 
' kieslers grid model, 1971). 

These two views have persisted in 
literature for more than 40 years, each endj^rs- 
ed by various clinicians and researchers, who, 
generally speaking, appear not to know q^ the 
' views of others. Until recent years;^ the 
literature has been quite disconnected, Iri , con- 
sidering these two views we are no long^^r ask- 
ing whether personality is importajiiy but 
rather how is it important. / 

Let us Ipok first at the *'generafist" ap- 
proach. In 1929, Hans Prinzhorn v^rote as 
follows: 

The principal problem ^p5ycfer*4ei;ci^pi/ w— the 
therapist Anyone who, speaking a^^an expert, 
maintains that personal 'gifts and aptitude play 
no part here, speaks against bett^ Knowledge, 
darkens counsel for the uninitjat^ed, and^ en- 
courages the irresponsible experimenting 
those who,' unsure of themselves, love nothing 
bettef^than, with their analysing, to' play the 
vam^Bi^e to other minds. On iHe contrary, there 
is in fact a specific psychotherapeutic gift which 
is exceedingly rare. It comprises three thing^s: 
1. Wide and sure knowledgefof human beings, no 
matter in what degree of consciousness— 2. 
Easy self-objectivizing (elimination of the 
pf^ate-ego)— 3. Innate capacity foY leader- 
ship (instinctive vital certainty of aim), la addi- 
tion, there are certain desirable qualities of 
character and intelligence, among them this, 
rare one: freedom from immature traits, from 
what is -neurotic and infantile. (1932, p. 330-331, 
emphasis in the original) 

For Prinzhorn, there is one psychotherapy, not 
several, nor many. Yet he insists that several 
traits are involved. Se would not go along with 
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some'^ current writings about "the therapist 
variable'* which seem to assume a unitary trait. 
As lie sees it, all good therapists have certain 
multiple traits in common. ^ 

in .contrast with Prinzhorn's general 
assumptions about the good therapist, Carl 
Jung emphasized in 1934 how therapy must be 
differentiated for different kinds of patients: 

The psychljtherapist should no longer labour 
under the dfelusion that treatment of neurosis 
demands nothing more than the knowledge of a 
technique, he should be absolutely clear in his 
own mind that psychological treatment of the, 
sick is a relationship in which the doctor is in- 
volved' quite as much a% the patie^it .... All the 
more significance, tluHi;§fore, fal^ tio the 
general attitude of the doeWw, who must know, 
himself well enough not to destroy the peculiar 
values of the patient entrusted to his care, what- 
ever these may be. If Alfred Adler were to re- 
quest analytical treatment of his old teacher 
Freud, Freud would have to adjust himself to see- 
ing Adler's peculiar psychology* even to the, 
pdint of admitting its general right to exist; for 
there are innumerable people whose psychology 
is that of the son in need of prestige. If, on the 
other hand, I were to analyse Freud, I would be 
doing him a great and irreparable "wrong if I 
failed to t|ike elaborate account of the very 
^real historical significance of the nursery, the 
iniportance pf the entanglements of the family 
romance, the bitterness and gravity of early- 
acquired resentments, .and their compensatory 
acconipaniment by wish-fantasies which— un- 
happily -cannot be fulfilled...;. (1964, p. 164, 
eniphasis in the original) 

Thus Jung agrees with Prinzhorn that the 
therapist's personality 'is critical but he em- 
phasizes the differential' aspects of the^thera- 
jtic relationship^ Note that when Jung 
write^bout Freud's personality, he frequent- 
ly means "extrovert" and when he writes 
about Adler, he frequently means "introvert." 
Thus he is writing about therapists' adapting 
to types of patients and not just to individuals* 
The remainder of this section is concerned 
with the generalist frame. Wilhel m Reich ( 1949) 
recognized that the therapist's individuality 
would affect the' choice of patients, but he 
hoped that the training analysis would 
establish J*the necessary plasticity of 
character" (1949, p. 149). Henceo the good 
therapist is flexible and can deal with a variety 
of patient typesl This flexibility can be achiev- 
ed through a technique. 
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Also in the getaeralist frame, Karl Menn- 
inger had the foUowing^ to say: / 

The psychiatrist as a person is more important 
than the psychiatrist as a technician or sieientist. 
What he is has more effect upon his patients 
tfian anything he doe$. Because of the intimate 
relationship between patient and psychiatrist, 
the value system, standards, interest and ideals 
of the doctor become very Importaiit .... their 
effectiveness as therapists depends in large part 
upon the stature and breadth\ of their own per- 
sonalities. (1952, p. 1^, emphaSsis in the original) 

Holt and Luborsky (1958), using>supervisors' 
ratings as a crit'erion, obtained a description of 
the *'good therapist/: A siSilar design was 
lised-By Knupfer, Jackson, and Krieger (J959). 

When ' researchers of the" ])sychosocial 
therapies discover a characteristic of 
therapists or of therapeutic relationships 
which is related to effectiveness, it is not un- 
common for* them to assume that this is a 
general finding, not limited to the type of pa- 
tients they studied. -There is a tendency to 
View specific findings in- a generalist 
framework. 

Carl Rogers and his associates (Rogers et al. 
1967) were among the first to show systemati- 
cally that a particular kind of relationship 
might be helpful while its opposite might be 
damaging to patients. They wt>rked with 
schizophrenics, but the variables of **warmth," 
"unconditional regard,** and "accurate em- 
pathy" had already been conceivjed in a larger 
context, and were viewed as being 
characteristic of a "good** therapeutic relation- 
ship (Itogers, 1954). While the generality of 
these findings continues to be debated (Bergin 
and Suinn, 1975;' .Lambert and DeJulio, 1976), 

• the powerful constructive influence of this 
research makes it a landmark along with that 
of Whitehorn and Betz (1954), to be* discussed 

• further below. 

Bertram Karon and his associates, working 
also with schizophrenics, have developed a 
concept and a TAT measure called ''patho- 
genesis/' They have found that this variable is 
negatively associated with therapist effec- 
tiveness (Vandenbos and Karon, 1971). Karon 
(personal communication) feels that this is a 
general characteristic of ineffective therapists 
although he is quick to add that it has not been 
tested for therapy with other: than schizo- 
phrenics. 



Sol Garfield and Allen Bergin studied the ef- 
fectiveness of therat>ists-in-training who were 
working with a wide variety of patients (no 
specific diagnostic group). These studies con- 
stitute a kind of test of the generalist 
hypothesis. Hardly any of their measures cor- 
related with outcome (1971b). However, those 
therapists with elevated scores on certain 
MMPI scales had less success than the 
"healthier" ones (1971a). These findings have 
not been repliciated, but they are certainly sug- 
gestive of Prinzhorn's concern that the 
therapist not be neurotic and immature. 

Lambert, Bergin, and Collins (in press) use 
the phrase "psychonoxious therapist'* as a 
general characteristic of therapists. Bergin 
and Syinn feel that the '"differential effec- 
tiveness of techniques is not well established'* 
(1975, p. 525). As we shall soon s^e, there are 
others who have concentrated their efforts in a 
differential frame. As usual, the resolution is 
not all-or-nope. After a consideration of the dif- 
ferential hypothesis, an attempt will be made 
to synthesize it with the generalist approach. 



'The Differential Hypothesis 

: The earliest systematic use of the differen- 
tial hypothesises in the work of Whitehorn and 

A Betz. The studies to be repoi:ted proceed from 
their work. They began their work in the early 
-1940's, their publications ranging through the 
late 1940's, 1950's and^ early l960's. They set 
out\o understand what, kind of psychotherapy 
.is effective with schizophrenics. They early 
recognized that those therapists who were ef- 
fective with schizophrenics were not par- 
ticularly effective with depressives. And from 
the beginning tjiey were concerned with the 
personality of the therapist and his or her rela- 
tionshfp with^the patient; The therapist pro- 
vides ''an opportunity for the patient to have 
the experience of being unconditionally under- 
stood by another human beingfV (Betz, 1946, p. 
252). . . the therapist's effectiveness comes to. 
lie in the relationship the plitient forms with 

him as a person " (iBetz, 1947, p. 272, em* 

phasis in the^original). 

Frieda Fromm-Reichmann (1950) had much 
to* say about the personality of the therapist. 
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and she specifically endorsed the differential 
hypothesis: the "therapist should not. expect 
to be capable of treating persons suffering 
from any type of personality disorder . . . he 
should learn what type of patients respond 
best to his personality*' (1950» p. 40). 

The. Whitehorn and Betz research stimu-, 
lated hundreds of empirical studies of the dif- 
ferential approach to the personality of the 
therapist; these will be treated further below. 
There* were, however, some developments 
which were quite independent of this sitream. 
In 1960 Fairweather et al., published their 
pioneering, systematic study of lour thera- 
peutic programs ' with three broad patient 
groups. This is one of the first studies to' 
demonstrate how specific are theVeffects of 
specific therapies. ^ ^ 

In 1984 Riemann questiQped agaiiS the tradi- 
tional Psychoanalytic emphasis on technique 
(Cheney, 1966), Riemann*s own ^patient typol- 
ogy _ schizoid, depressive, hysteric* .and com- 
pulsive— is extended to the analyst. In addi; 
tion to describing each type of analyst's 
behavior, he attempts to mktch patients and 
a|ialyst9 (Riemann, 1968). Generally speaking, " 
he favors like- {Jairs, except for the schizoid 
therapist whom he regards as problematic, 
possibly best with hysterics (which leaves the 
schizoid patient with no analyst at all). 

Beutler (1976) has reviewed a number of 
evaluation studies, classifying them as to type 
of therapy and type of patients. For example, 
he suggests that behavioral treatments,may be 
more effective in dealing with habit patterns 
^ while psychotherapy procedures may be more 
'^'effective with adjustment problems. Different 
- tial processes are considered al.so by Goldstein 
and Stein (1976). / 

In recent years- there has been a dramatic in- 
crease in the number of systematic empirical 
studies which assume the differential approach 
and the consequent desirability of matching 
clienis and therapists. A variety of theoretical 
frameworks have been used; These stmdies are 
in two distinct areas: juvenile delinquency and 
mental health/counseling. The former will be 
discussed in chapter V. The If^t^r have been 
' carefully reviewed by Berzins (inXpress). For 
our purposes it will be useful to loAk at one of 
these studies for the light it\heds on the 
generalist vs. the differential approaches. 

O 



If we assunfe thaTthert are a number of dif- 
fered dimensions involved in the ^'therapist 
variable,'* some of which are characteristic of - 
all therapists who are effective, while others 
are specific to those therapists who are effec- 
tive with specific disorders, the issue of 
general vs. differential becomes a kind of 
rough proportion to be determined over a fair- 
ly large number of empirical studies. To what 
extent are there general abiliti&s, traits, or 
skills which are needed by all therapists deal- 
ing with all Jqinds of humacfi disorders or cotlr 
versely to what , extent ar4 the skills that are ^ 
needed specific to sp^^^^^ 

The Indiana Matching Project (Bei;zins, 1974) 
does not answer this question acrpss the board, 
but H is an example of an important 2q)proach 
to the question. Ten therapists in a: tiniversity 
counseling service treated 751 patients whose 
characteristics were measured on dimensions 
such ais "avoidance of others," "turning against 
the self," and so forth* For the therapists, tf 
number of personality dimensions were 
measured. If a particular dimension shows as a 
"maiiv^effect " i.e., significant for all patients, it 
can be considered general. If, however,- it 
shows an interaction with patient characteris- 
tics, i.e., effective with certain patients but not 
others, it is differential. Iii this partipular 
study there are^ roughly twice as many dif- 
ferential factors as general ones, thus pro^ 
viding more support for the differential hy- 
pothesis than for the generalist. 

Fairweather et al. (1960) found many, many 
treatment-by-diagnosis interactions and only a 
few simple treatment effects. Their study Of in- 
patients in three broad diagnostic groups 
strongly supports the differential approach. 

Whether or not general factors are found 
will probably depend on a variety of considera- 
tions. It is possible that inpatients are more dif- 
ferentiated than outpatients in their pathol- 
ogy, thus per^haps enhancing the importanceM)^ 
differential factors. 

How experienced are the therapists? A 
group of therapists-in-training undoubtedly in- 
cludes some who will not remain in clinical 
work. In such a group* among the general 
dimensions may be those that in effect are dif- 
ferentiating therapists from nontherapists, 
dimensions that would not show in a study of 
experienced therapists (see page 62). 

e2 ■ • , 
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' In the Indiana study, the pi(tients' were out 
patients, and the therapists were quite ex- 

^perienced: It might well be a typical middle- 
range study. If so, we might anticipate that dif- 
ferential factors are going to be far more fre- 
, quent than general ones. 

There is another approach which is much 

Ampler (thpugh not so informative). This is 
simply to ask whether therapists who are ef- * 
fective with one type of patient are likewise ef- 

: fective wjth other types, fn the studies to be 

; reported we will ask both kinds of questions. 
Agaiivwe shall find that the weight of evidence 
is for differential factors, not general ones. 

The clinical literature is otherwise, that is, 
the weight of printers' ink is in general ap- 
proaches. Most of the - literaiture presents 
prescriptions f pr therapeutic behavior without 
specifica.tion of goals or situaj^ions. It either 
assumes or extols the virtues of a particular 
therapy; cotitraindicatiohs are presented more 
as exceptions than ^^the rule. Thfs is not justi, ,i 
the case literat^ge.^^VeD-^he research report^ 



must speculate a|;iout why certain researches 
are* unacceptable. Such speculation may- 
stimulate studies and - may increase our 
undetrstandin^ of our blind spots. 

Freud felt inat these matters were so comi- 
plex they defied codification (1958, p. 123). 
Many clinicians feel that each therapeutic en- 
counter is distinctive; there can be no general^ 
izations; Just why such a negative view should 
hold for pers6][ia|ity, but :iiot for technique,^ is 
not made dear^ ^^^ ' 

Sometime^,, 'when these issues are con- 
sidered, there is an underlying pseudoscien- 
tiam; studies of behavior a|.re considered to be 
more scientific than studi%^rof personality . Enir 
phasis on technique is les^shamanistic than is 
emphasis on the thera^^^ 

Still another view is>ra&t emphasis on tech^ 
nique absolves the clinician of . responsibility. 
So long as we are doing \^hat **shoUld*' be done, 
we cannot be blamed for a bad outcome. It is 
difficult for persons not engaged in this enterp. 
prise. to understand the feelings of responj; 



contain much discussion, 6f the good therapist|^i^ sibility— immense, lonely, responsibility— that>; 
in the abstract. .c \i 4Vl <*Hniri» 



Why So Few Studies? 

Actually, there have been hundreds of 
. studies of the personality of the therapist. But 
; these studies have usually bee^b^^^mall ones, 
more often than not, **labors of loV^" of a single 
investigator or small group of investigators 
with paltry financial resources. The big studies 
have been studies of "process," of technique. In 
view of the opinions quoted above of such com- 
petent clinicians as JungvMenninger, Fromm- 
Reichmann, and Sullivarif(yie cannot help but 
wonder: Why so little attention to the \ per- 
sonality of the therapist? 

Not long before he died, John C. Whitehorn, 
himself & former president of the American 
Psychiatric Association and a pioneer of 
studies of therapist personality, told me that 
one of the leaders of American psychiatry had 
complained to him about the Whitehorn-Be^z 
research. This was Whitehorn*s way of telling 
me that the area is controversial. Unfortunate- 
ly, we have no systematic studies of research 
strategies. We seem to prefer expert opinion^ 
In the absence of research on research, we 



clinicians feel. 

We accumulate a ma3s . of information — per- 
/ 'konal, confidential, private, much of it .un- 
; verifiable-r- which,); even under the best of cir- 
L cumstances is dtfticiilt to share very widely. 
And wp must maWe^tidgements that we know 
will be received very caretully,^ sometimes 
even with homage. In this lonely responsibili- 
ty, therapists have one support: t^chmque. 

This lonely ^responsibility is most awesome 
when we consider the possibility that we might 
damage our patients, a possibility so threaten- 
ing it is usually denied. The most carefully 
documented instance of physician's denial that 
they themselves were at fault is in Colby's 
(1960) account of Semmelweiss. He writes it so 
beautifully, one feels that one cannot sum- 
marize, but should reproduce the entire seven 
pages (p. 44-50). But summarize we must: 
Semmelweiss had great difficulty convincing 
his associates that they were responsible for 
the deaths of the new mothers; that it was they 
who were carrying the germs from the cadaver 
room to the delivery room. If such an outcome 
rests on each of us as individuals, it is very 
j^^j^iri^tehing indeed. 

WlBut if the outcome 4<>es rest on each of us as 
individuals, we can never be rid of the threat 
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until we understand hcfw we affect the out- 
cone. • ■ /.* ., ■•' 

Does this mean that' we are riesponsible for 
all jof our failures? Np. Most patients are fm- 
bedded in a web of interpersonal relationships 
of which the therapis^(i3 only a part, and usual- ■ 
ly not the most impprtarit part. What happens 
to the patient is 4 function of all the 
within and around him. ; 

By the same token we cannot claim credit for 
all our successes. 'What we can claim credit for 
is a high batting average. Thei:e is little doubt 
that we can imptove our battinjg average by 
choosing patients who fit us personally. Just 
how restrictive we sKpuldA^be is a question 
which is quite a f ew year^' beyond present 
knowledge. For resear^ihers have not yet iden- 
tified the relevant variables. Wh^ri that has 
been done we, itriust discover the extent to 
which therapists can adapt to the varying pa- 
tient requirements. There is some evidence ^ 
that some, therapiiit variables are quite stable 
over long periods of time (see appendix 4). On 
the other hand, some observers are confident_^ 
that therapists can adapt if they know what to' 
,;d6 (e.g.. Ricks, 1974, p. 294). 

These personality issues will be treated 
-mPrje systematically in the 'next section^ but 
readers' not interested in psychological theory 
iniay iskip it if they w^ 



Theoretical Summary 

The following i? a statement \ of the 
theoretical position on which this research 
rests. While I believe the postibn is consistent 
with available empirical findings, the available 
findings are clearly not adequate to affirm the 
theory. 

Human behavior is viewed here as being 
**usually phenotypic," not usually genotypic. 
The distinction between phenotype and 
genotype, as used here, is not limited to 
geneticjs, but is a broad scientific distinction 
which can be illustrated by Aristotle's 
classificatiori of "earthly" and "heavenly" 
bodies (Lewin, 1931). Rain is earthly while the 
rising fire is heavenly. This is a phenotypic 
description, it being quite beyond Aristotle to 
understand the gencJType, "gravity," as the 
primary force explaining bpih phenomena. 



Similarly it is asserted hV^ th^l- hu^ 
behavior is "usually phenotypic^ lii thfe fpllpw- 
ing senses: • ' i ^: • - - 

1. ' Any single behavior is a restiltarit of mpre 

than one genotypic forces 

2. A particular kind of behavior in different 
individuals may result from different^ 

. genotypic forces. ' \\ 

3. The same genotypiC; force- may resul^|n 
different behaviors : in different individ- 
uals.^ 



iWhile we are . concerne(i/with explaining 
bediavior, we can do so only EE we understand, , 
thft genotypic forces which iahape it. So long^^¥ 
we look onZy at behavior we w^l i]iever underjv 
stand it any more than Aristotle could liiideip-' 
stand a waterfall or a fire. v ' 

At present, there is little understanding of 
the psycho-social therapies. What therapists 
learn in training is primarily^ a function of 
.where they got their training, different 
centers being con^mit$ed to phe or fl^nother ap- 
proach, there being few iawsitha? relate typed 
Pf therapy to goals, problemov; situations, etc.r 
What therapists tend to dp in this "social" 
ttherapeutic) situation is ihfluericed somewhat 
by their, training but is primarily an exptession 
of their personalities. I 

Personality is defined as an organized set of 
predispositions to behave in certain ways. It is 
an energized structure that .derives from 
^various origiris/ "TenSperament" frequently 
refers to physiological predispositions that 
derive from the genes and from environmental 
insults^ diseases, injuries, and so forth. Bjut 
mu^h of personality consists of memPry traces 
fronh-past learning which result in certiain 
characteristic reactions in certain situations. 
(The various*^origins of personality are not in- 
dependent; for example, past learning can pro- 
duce a psychosomatic reaction which changes 
temperament.) Behavior is viewed as a product 
of the personality and the situation. Newjcomb 
(1950) emphasizes that per spnality is oriented 
. both inward and putward. 
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"These assertions Are "statistical/* There Aay well be ex- 
ceptions. For practical purposes, the behavior, of a rat in a 
maze may be assumed to represent a.genotypic force, learn- 
ing, just as a stdel ball o n an incl ined plane can represent 
gravity. 
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< Can ih^ividuals addpt to varioiilPfeiti^ations? 
if we kilfw what to tell therapists' to dof i^biild 
they follow our instructions or are they; bt^v^^^ 
by their pwn predispositions? Prob^lilyjVtlie 
therlptpist cftn. folllow in structio ns (techniqjue) to 
a degree^ but^Within^ limits Vf^robablyi pertain 
kinds of T^a-Qfipto are very deep arid automatic 
as, for exjimpl^^^^^ of a par- 

ticular! iprlginfe^^^^ a slur oh his or 

jfii^r ;ori^hs|.v Other . behaviors af 6 probably 
Under the colitrol of the therapist- if only it 
were kmowh what behaviors ar^ ap^ 

Tl^id issue ii^ critical to th^ ''generalise 
the S'differential hypothesis/' If Rei^^^^^^^ . 
rect :in :his hope that tbi^ training khalysis^^ 
establi^fi^s the necessary "Vplasticity of ' 
chara(?ter/\ then th^; true generalist is ditfer^h- 
tjal andvthe issue disapjpears; ' * 

,Ther0 is little doubt th^ therapeutic train- 
ing, and- particiiiafly analysis, requireis a 
therapist to examine his^-own reactfons and- to 
attempt to cb^^ On the other hand; 

therap;^tid^ti^aining i&am tend to placj^ cer- 
tain restrictions on plasticity of character. 
Wihat little evidence we have about therapists' 
suggests that. their beh,avioF;is still largely 
determined/b^y ^their personalities; ' ^ 

Understanding personalities facilitates the 
interpretation of behaviors. Personality vari- 
ables can shed light on misunderstandings that 
can occur between therapists and clients. This 
is not tb say that personality studies should 
take precedence over studies >of therapeutic 
process. Rather, the two should go hand in hand. 

Since therapy is a social situation, it is ex- 
pecteid that the social dimensions of per- 
sonality — autHoritarianism, nurturance, defer- 
ence, etc. — are particularly fruitful areas for 
understanding the effects of therapy. 



Diagnosis - * 

In contrast to the generalist approach, which 
assumes that therapies are good or bad, the dif- 
ferential approach assumes that an interven- 
tion is good or bad depending; upon whether it 
is appropriate to the problem. It therefore 
plaices considerable weight. on being able to 
define problems.) Diagnosis of the mental 
disorders is so difficult that some have 
despaired and thrown out the idea completely. 
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The position here is tl)at in a ''bootstraps" 
science we make use of what we hav-e, hoping 
always to learn and to improved Certainly, 
there have been, major impro/vemepts in 
^agnosis in recent year3* For example, the 
unipolar-bipolar classification^ of depressions'* 
appears to be more precise, reliable, arid pro- ^ 
ductive than were soriie earlier \61as<sificatipns* 
In clinical studies we frequently have dif- 
ficulties achieving adequate samples. Therie is 
a tendency to includ^e patients that migjjt bet- 
ter have Jbeen -excluded. Failiire of diagnosti- 
cians to agree may arise if , the patient is suffer- 
\x9g from' more than one disbf der, or from a 
order .Nviiich we have not yet adequately 
lined snid described; in neither case does the 
patient Dfelong^ in a j^tudy. ^ . . ' 

;One jaapiect ©j^iagn^sfis' is receiving iricreas- 
irigf attention: how finie or coarse, arfe the 
cdteria? In; discussing .dis-^ . 

orde?:3, ;Klei;m^n^m3^ 

rather thah a unitary approach, i.e., that Hieire 
are a variety of affective disorders with dif--^ 
ferential responses to vaiuQu& treatments. 

But this issue can bfe' viewed quite different- 
ly* For; some purposes, it may be useful to treat 
the depressive disorderis as unitary, for com- 
parison with the schizophrenias, for example. 
Indeed, we will consider the possibility that 
certain therapist behavior is required to deal ^ 
with an even broader class: the functional 
psychoses. Diagnosis is here viewed as hierar- 
chical: certain broad classes divided into 
subclasses, analogous to the families-genus- 
species classification in botany. Some* 
therapeutic requirements may distinguish the 
broad cjtasses, w.hile other requirements, the 
subclasses. The issue then becomes the lev^Iof 
inquiry, and this 'may be determined by the 
availability of patients, therapists^ and so 
forth. 

At one extreme, the broadest of all classes— ^ 
all mental and emotional disturbances— is the 
generalist approach described above. At the 
other extreme are those who assert that thpre 
are no classes;^each;" patient is unique; e^th 
therapeutic relationship is unique; indeed, €;kch :\ 
encounter is unique. Between these two ex- 
tremes are various levels of generality; at each 
level there are undoubtedly regularities across 
types of patients and therapists. A knowledge 
of these regularities should help us to improve 
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our averajB^es, and avoid, in Prinzhorh*s terms, 
"playing the vampire to other minjdsV' 



Is Psychotherapy Effective? 



In a differential frame, thi^ qu^iti^on makes 
no sense, as Sundberg and Tyliar^^ 
1962: . . probably unanswerably: But many . 
moyes^can 

' dependable inform^^ about whlaiP?^nd 
therapeutic techniques, -^Tfat iiXT^^jciJiitSra' 
pists, and what kinds of treatment conditions 
have the most beneficial effects on specific 
kinds of patients*^ (1962, p. 435). >\ 

If we were to ask someone, even the man in 
thie street, whether drugs were effective, he 
would probably respond with a question: 
"What's your problem, buddy? Headache, 
cancer, or just bored?*' Long ago, medicine 
shejd the unrealistic assumption: the good drug. 
Today, many social-psychological al<5hemists 
^continue to present their summa bona, each of 
which will cure our trdubles— troubles un- 
defined, 

' In fact, so much, of the literature of the 
psych6-social therapies is written in the 
generalist frame, it is hardly surprising that 
some should attempt to answer the general 
question: Is psychotherapy effective? One of 
the first- WAS Eysenck (19i52). Very recently, 
Donald T. Campbell (1976) proposed that we 
"test th,e effectiveness of our therapeutic alter- 
natives, finding but which ones work better," 
Nowhere^does he suggest the possibility of dif- 
ferential effects. How ubiquitous is the 
generalist type of thinkingl 

Not^ that .Campbell asks "which ones work 
better?" Even in the generalist frame it is dif- 
ficult to answer the absolute question; Is 
psychotherapy effective? There are two 
reasons* First, in most of the presently 
available studies^ psychotherapy is .ill defined. 
Second, being an absolute qtf^stion, it implies 
what is probably impossible: a comparison witl^ 
a sample of patients who are receiving no 
tKferapy at all (the ^o-called "control group").. 

With respect to the first probleni, in most ex- 
isting studies, the therapy (the iigidependent 
variable) is meagerly described as "analytic," 



"hjehavibral,-" MRdg^^^ etc * We have seen 
from Lioriell$* work that these dbscripitions 
really tell us vei^y little about what went on in 
therapy. For what^ent on w^ more" a f ipctipn 
"of the personality of the therapist tl^i^"^ of his 
training or his school: idenUficiatioh^ ,!^^ ^as 
fhariipulated was v^^-Jp^^ imprecise, - and qiiite 
yarirf)ie (Wexler, 1975)/ Under ?cifcumstances 
Where the iiidependent variable contains; so 
^rror," we *5re unlikely,^ to find any 
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itistieiffiy s^giiifi^ant^^^^ jjllorebver, we 
are ^unlikely to find significant differences be* 
tweeri types of therapy th^t are so pp6rly con- 
trolled. Lubprs^y, Singer, and Liiborsky 41975) 
in their detailed evaluation and suriimary bi^x- 
isting studiies come to the tronclusion that there 
are few* significant differences. Of course^ null 
findings can result from any kind of error, in 
selection, nieasiirement, and handling of data. 
But siiic^ we generally know a great deal more 
about the measuremeht of outcome variables 
and control variables than we know about the^ 
experimental variables— the psycho-socia* 
therapies it is here that we must concentrate 
future efforts. We rriust discover^ Refine, and 
measure the salient dimensions of the psycho- 
social therapies. 

Let us turn now to the second and most 
troublesome problem with the question: Is 
psychotherapy effective? Inherent in this ques- 
, tion is an absolute judgment; it implies a com- 
parison between psychotherapy and no 



*The exceptions are of interest and two will be considered 
here. In 1952 (more than two decades ago) David Grossman, 
acting as a lone investigator-clinician, attempted to vary kia 
dwn style (interpretation vs. reflection) across experimen- 
tal groups. Moreover, he proved that he had done it. It ia un- 
fortunate that his findings were confounded with oth^ dif- 
ferences in his experimental groupsf, but it is to his credit 
that he had included measures that permitted the discovery 
of this confounding. His design is certainly replicable. (tt is 
of interest that his Wticle appears in the Journal of Corir 
^suiting Psychology immediately following Eysenck^s null 
findings. Just why Eysenck's findings should be so well 
known while Grossman's are not is an interesting question; 
for the sociology^ of knowledge.) The important thing about: 
Grossman's study is that when a therapist attempts to vary ' 
his style, although the personality of the therapist is not 
eliminated, it is' at least controlled. Similarly, in the 
Fairweather et al. (1960) study mentioned above, two 
investigator-therapists*served for all therapy groups, thus 
controlling for the personality of the therapist. Would thi^t, 
we also had measures of the personalities of Grossman, and 
of Fairweather et al. 
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therapy >t all. It is possible to conceive of a 
sample of patients who have receivedt say, no 
drugs; but one cannot conceive of a sample of 
patients to whom nothing has been done 
psycl\o-socially. As soon as a problem or 
disorder is suggested, something is done, par^ 
ticularly in these days of "cassettes," "rap ses- 
sions/* "bibliotherapy/* "writing therapy/* and 
so forth. If a priest visits a person regularly, is 
that persdn^n adequate "controF*? We will 
never be ableHo give a&so/ufe answers for the 
psycho-social therapies, nor should we. We can 
only compar^^arious kinds of interventions, 
(see pages 87^). 

Is there nothing then that can(be said? Many 
of the studies of the psycho-social therapies 
have shown a large increase in variance, i.e., 
some of the patients show dramatic improve- 
ment while others show no improvement or 
even a worsening. This finding is not so fre- 
quent for studies of drug therapies.' 



' 'The increase in variance iii the psycho-social therapies is 
disputed. Lambert, Bergin, and Collins Un press) review the 
tssue with considerable rigor. They correctly conclude that 
the increase in variance does not constitute proof of 
anything but that it is a phenomenon that must be dealt 
with. May (1971) doubts the evidence. He is greatly coiy:ern- 
ed with- an increase in the variance relative toM control 
group. If he cannot find a control grou|>, or if^the control 
group fails to meet his criteria, he throws the study out. 
Looking at May's own study » we find a large increase in 
' variance for the milieu-therapy group (control group?), and 
for the psychotherapy-alofi6 group (which appears reaUy to 
be 4 psychQtherapy-plus-milieu-therapy g^oup). No such 
laFge increases are found for the drug- therapy groups. 
(Compare May and Tuma. 1964, p. 364. with May, 1968, p. 
182). Some explanation is needed for the large increases in 
variance for the psycho-social therapies and thc^ large dif- 
ferences in variance between the psycho-social therapies 
and the drug therapies. 

An. increase in variance can be found if, and only if: (1) the 
outcome measure in an interval or ratio scale, (2) applied 
"before" and *'after,** and (3) the averages do not crowd the 
extremes of the scale. Unfortunately, the studies to be 
reported below do not meet these conditions and therefore 
do not help us with this question of increase in variance. 

In addition to th^ disagreement about the increase in 
variance, there is also a lack of coh3ensus about the extent 
of deterioration among patients in psychotherapy. Compare 
Lambert, Bergin, and Collins (in press) with Gomes and 
Armstrong (1976). But the question of actual deterioration 
. is hoi really at stake here. If the increase in variance is due 
simply to the fact that some patients failed to improve, the 
issue remains: Could it be that some patients are getting 
cons^jterably less effective therapy than they should be 
getting? • 



While we cannot be certain of the meaning* 
it is useful to speculate. Bergin and his 
associates feel that the increase , in variance 
results from the deterioration induced by the 
psychonoxious therapist. This is in the. 
generalist frame. It is equally plausible to 
assume that the increase in variance is^due to 
the mismatching of therapies and patients. In 
this speculation we simply assume (with 
Lionells) that whatever went on in the therapy » 
it was a lot of different things, some of which 
were appropriate and some were not so ap- 
propriate to the particular patients involved.^ 

These speculation!? lay the groundwork for^ 
the distinction between an efficacious therapy 
and an effective one. Although the words ''ef-. 
ficaciou^'* and "efjfective" are frequently taken 
as synonyms, it is possible to distinguish be- 
tween them. The former is a powerful therapy 
that may or may not be correctly applied, e.g., 
"good*' therapy but pot for some patients. Ah 
effective therapy is a powerful therapy cor- 
rectly applied. Probably the best interpreta- 
tipn of currently available evidence is that 
psychotherapy and other psycho-social thera- 
pies are indeed very efficacious^ but they are 
currently only modestly effective. We should 
hope for more, if onl^ we knew , when to use 
which therapies. ;^ ^ 

We turn now to the pioneering/ efforts of 
Whitehorn and Betz to discover what kind of 
therapy is effective for schizophrenics. 



Whitehorn and Betz 

%" ■ ^ ■ . ■• 

In 1941, . John C. Whitehorn b^ame 

'Psychiatrist in Chief and Director of the HexM'y 
Phipps Clinic of The Johns Hopkins Universu 
Medical School. This was the chair of Adolf 
Meyer, the most prominent psychiatrist in 
America. Meyer*s /"psychobiology*' explained 
the mental disorders (including schizophrenia) 
as "bad habits." Hb thus provided what is,^ 
essentially a psychogenic expfanation, and ac- 
cordingly he emphasized psycho^social in- 
terventions. It was not that Meyer did not 
know his biology, or his re3idents, for that mat- 
ter. It was simply, as one of the residents put 
it, /'difficult to see where the biology came in/' 
Personally responsible for many of Meyer^s pa- 
tients, was Barbara J. Betz, a research- 
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N oriented psychiatric resident who had just 
completed a study of the somatology of 
schizophrenia (Betz» 1942). Thus,- although 
there was interest in somatology, therapy was 
^essentially long term and psycho^social at the 
time Whitehorn became director. 

White horn was known then as a biochemist. 
He had been brought up in a sod home in, 
Nebraska, worked his way through school, and, 
for 17 years at McLean and Massachusetts 
- General Hospitals d€;yeloped methods of 
chemical assay which were the predecessors of 
those in use today. ; , 

In those days» when a biochemist heeded 
blood, he drew it himself. Repeatedly, when he 
sat down to morning coffee, the psychiatrists 
' wou|d grumble about particular patients. Froip 
' some of these patients he had drawn blood^hat 
Very morning, and they had been Completely 
cooperative with him. It puzzled hini that he 
didn't, have trouble with these difficult p>a- 
^ tiftnts« ' 

He searcWd for 'hyperglycemia in excited 
patients but was unable to find it even when 
the patient Was chasing him with a chair. His 
friend, Walter B. Cannon, found this hard to 
believe and came to see for himself. Together, 
they watched a woman dancing on 'her bed, 
' muttering about the "wisdom of the bqdy," ih- 
dicating she knew precisely who her important 
visitor was (tho.ugh she was liot a biologist). 
'But she refused to a/^knowledge his presence. 
When Whitehorn inquired wjiy this patient 
had improved .so little after 8 months In the 
hospital, her psychiatrist responded, ''Why 
don't you take the case?" He did; she was well in 
a we^k, arid she stayed that way. had simply 
' offeredthepatient the opportunity to establish 
contact." Thus was born his interest in the per- 
sonality of the therapist. 

Soon he found the, younger staff members^ 
were sneaking out to the chemistry lab to talk 
over their patients withrhim. Patients, too, in- 
^ dicated their appreciation, ^ntil then, he had 
resisted the title '^psychotherapist.'* Now^ he 
J found psychiatrists waiting on him to find out 
^ his secret. And so he left the laboratory to 
work in the clinic, where' he was soon much in 
demand as a doctor^s doctor. 
; Whitehorn was always observing, . metic- 
uloirsly. This kind of exploratory observation 
is illustrated herfe because it is so lacking in the 




training of young scientists today (Stansfield, 
1975). He noted that when certain doctors went 
on vacation there were dramatic changes in 
their patients. There was one doctor in par- 
ticular; when he entered the room, schizo- 
phrenic patients **froze.'* In fact, Whitehorn 
came to use the presence of this doctor to 
diagnose schizophrenia. 

Not only did he observe, he' counted. He 
^counted even his own interactions with others. 
^At the age of 12 he had been shot in the eye 
with^an air rifle, and one of his eyes changed 
color while the other did not. Sometimes pa- 
tients would remark on^ this* IJe soon 
-discovered that it was schizophrenic patients 
who would so remark. In fact, the eoiint got to 
25 schizophrenics in a row, unbroken. (The next 
son to coniment was'the director of a great 
. medical center. So if yoK have eyes of different 
colors, you will still have to be careful in u^ing 
this diagnostic testf) 

It was when some of his "controls" '*im* 
proved", that he began to appreciate the power 
of the interview.'He devoted a great" deal of at- 
' tention t6 interviewing skills (WKi^tehprn, 1944, 
1947). He was concerned with the role of com- 
munality in mental health M Whitehorn, 1954). 
He sought^ to establish a healthy social com-, 
munity on the wards. ^ 

There came a patient who was mute. When 
he was given sodium amytal "to -get some 
material" the whole ward went silent.. 
Whitehorn recognized Jthi^ sign of negative 
group feelings. All of these things indicate his 
continuing concern for accurate diagnosis and 
effective .treatment, and for the relation be- 
tween diagnosis and treatment. 

In 1938, Whitehorn became professor of 
psychiatry at Washington University in St. 
Louis.> There he got acquainted with Carlyle 
Jacobsen who was doing studies with the„ 
Strong Vocational Interest Blank (SVIB). 
Whitehorn asked that it be mailed to a number 
of his friends. 

Not long after he took over.the Phipps Clinic 
at Hopkins, he asked Barbara Betz to study in* 
tensively a subgroup of the schizo- 
phrenias — the obsessive-compulsive ones — 
and their reactions to treatment. This clinical 
pilot study resulted in her 1946 and 1947 
pa,pers' cited above, which contain many of the 
hypotheses to be tested in their later wprk. 
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They ha4.already begun to administer, routine- 
15^, the Strong Vocational Interest Blank jlSVIB) 
to all incoming residents. 
.V In many 'respects the Phipps Clinic was ai) 
ideal place to coi[^duct research into the effec- 
tiveness of the psycho-social therapies: ^* 

<L A small clinic, its social climate was rela- 
tively homogeneous. 

b. Clinics at Hopkins tend to be relatively 
autonomous. Whitehorn could and did protect 
both researchers and clinicians firom intrusions 
from outside the Clinic. 

p. As an inpatient setting*, it provides a 
greater opportunity to c^ontrol the fjorces im- 
pinging upon patients. Another way of saying 
this is that therapy is < the major source of in- 
fluence on each patient, not the forces in the 
larger social environment. Forces which are 
not part of the therapeutic isystem are '*noise/' 
They make it more difficult to ascertain the ef- 
fects of therapy. . » 

d The high staff-to-patieiit ratio meand that ^ 
the assigned doctor is not a person rein,ote 
from the patient J3ut rather one who is actively 
working with the patient. 

e. A high staff-to-patient ratio is essential to^ 
the maintenance of good records. 

The' records of the Phipps Clinic included 
several systematic mesures (Whitehorn and 
Betz, 1954), (1) Since 1914, each day^the nursing 
staff has marked a behavior chart indicating 
each patient's behaviors that day. Also record- 
ed each day are the patient's (2) social behavioi;^ 
with other patients, anaM3) participation in 
clinic activities.^ (4) At discharge, the disposi- 
tion of the patient is noted — whether to the 
community or to another hospital. These 
records served as -background material for a 
judgnient of "improved" or "not improved'^ 
made by the clinic director^ the chief resident, 
and the therapist. All these activities were 
routine, not part of a research protocol. No ex- 
perimental manipulations were involved. No 
judgments of improvement were made while 
therapy was in progress. Only after discharge 
was this issue considered. 

Whitehorn and Betz computed for each 
therapist the percent of schizophrenic patients 
improved. (They also computed the percent of 
depressive patients and of neurotic, patients 
who improved. This will be explored in chapter 
IV.) The therapists were then divided into "A" 'i 
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doctors who had a high rate of improvement 
among their schizophrenic patients ahd "B*' 
^doctors with a low rate. Usin^ this crit^rion^A 
f vs. B, the Whitehorn-Betz studies proceeded in 
two' parallel but essentially unrelated 
. paths— one involving the recoids the therapist 
produced, and the other, responses to the 
items in the Strong Vocational Interest Blank 
(SVIB). , 

Considering first the analysis of the doctpr*s 
records, tl^e£e were two of particular impor- 
tance; the Personal Diagnostic Formulation 
and the therapy and Progress in Personal Ad- 
justment. On the basis of these records 
Whitehorn a&d ^etz found 'that the A 
therapist: , ^ 

(1) . . . indicates in his personal diagnostic 
formulation some grasp of the personal meaning 
and motivation of the patient's behavior, going 

. beyond mere clinical 'description and narrative 
biography; ' 

(2) . . . in his formulation of strategic goals in 
the treatment of a particular patient, selects , 
personality oriented gquls, i.e., aims at assisting 
the patient in definite modifications of personal 
adjustment patterns rathet than the mere 

' decrease of symptoms . . .; 

(3) . .\ in 'his day^o-day tactics makes us^ of 
''active personal participation," rather thi^n the 

• patterns "passive permissive," "interpretation 
and instruction," or "practical care." 
There is a similarly high association between 
f > improved condition at the time of a patient's dis- 
charge and the development by the patient, 
while in treatment, of a trusting, confidential 
relationship to the therapist. (Whitehorn and 
Betz, 1954, p. 331). 

' This analysis is really more informative and 
useful than the A-B Scale derived from SVlB 
analysis to be reported below. It is notable that 
no one has attempted to replicate this analysis 
of records. Ill contract witHin a year after the 
A-B Scale was published in 1960 an attempt 
was underway to repUcate it and there have 
been hundreds of fuiKj^er efforts. 

Whitehorn (1972) fett that the A-B Scale had- 
"distracted attention from th^ primary issue" 
of the orig^i^l A-B research: "the difference in 
modes of dealing with schizophrenic patients.'* 
. Betz (1972) sees clearly why the scale has 
eclipsed the clinical data; it is ^*the easiest data 
to use." The records data are not easily 
replicable. Indeed the necessary documenta- 
tion is^ot available in most clinical settings/ 
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Perhaps if we can understand the scale^ it 
win help us with the priiftary issue: the differ- 
ing mcMies of treating patients. 



The "A-B Scale" 

Whitehorn and Betz conducted a number! of 
analyses of the ETtrong Vocational Interei^t 
Blank. Of these, the one which has stinlulated 
the most research is their item analysis wtuch 
yielded 23 items that differentiate the A and B 
therapists (Whitehorn and Betz. 1960; Betz. 
1967). These items are presented in table 1. 



Roughly half of them seem to have a common . 
meaning: the "AV therapists tend to refect 
manual and mechanical occupations ajid ac- 
tivities. This half of the items dominates the 
scale. If there .is a common meaning to the 
scale, it concerns the mea^ng of these iteras; . 

Actually, there are a number of " A-B Scales" 
(Kemp and Stephens, W71). Some investigators 
have sought to lengthen the 23-item scale, 
others to shorten it. others to make it more 
hom6geneous. and still others to revise it, op- 
timize it. and adapt it to revisions of the SYIB. 
Most frequently used, though, is the 23-item 
scale or scales derived from/itl 



Table 1 .—Strong VocationaTlntec^st Blank^ Items Which Differentiate 

A and B Therapists 



Item fio. 



17 
19 
59 
60 
68 
87 
90 
94 
121 
122 
151 
185 
187 
189 
216 
218 
290 



311 

356 

367r 

368 

375 

381 



Item 



Response 



Building Contractor 

Carpenter * 
Marine engineer 
Mechanical engineer 
Photoengraver 

Ship officer . 

Specialty salesman 

Toolmaker - 

Manual training . 

Mechanical drawing 

Drilling in a [military] company 

Making a radio set 

Adjusting a carburetor 

Cabinet making 

Entertaining others ' 

Looking at shop windows 

Interest public in a new machine through public 

addresses (rather than develop, design, etc. the 

new machine) ' 

President of a society or club (rather than 

secretary, member, or committee chairman) 

Many women friends (rather than few women friends) 

Accept just criticism without- getting sore 

Have mechanicalingenuity 

Can correct others without giving offense 

Follow up subordinates effectively 
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L— Like, I— Indifferent, D— Dislil<e. ^ 

•Signifies the characteristic response of therapists of whose patients a high proportion Improved. The response 
without an asterlsk Is characteristic of therapists who had a low proportion improved. , 
tForm M (400 Items). ' 
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I am not greatly concerned here with these 
various psychometric efforts. My concern is to 
throw light on the meaning of "A-B" by study- 
ing its correlates. However^ one question is too 
important to be left to the psychometricians: 
should there be internal consistency, homo^ 
geneity, or common meaning among these 
items (Razin, 1971)? A small digression into the 
area of selection tests should shed some light 
on this question. ^ 

In developing their scale, Whitehorn and 
Betz were not interested in selecting 
therapists, but rather in characterizing them. 
However, the "A-B Scale" could be used to 
select therapists. Moreover, its construction is 
similar to that which is used in developing a 
test battery for selecting new employees.^ For 
these reasons, it is useful to consider selection 
tests and what the outcome of such test con- 
structions cian be. 

Almost any illustration will do, but a recent 
one is particularly interesting. Fox and 
Lefkowitz (1974) developed a test battery for 
entry-level etnployees in an electronics 
manufacturing firm. The details need not be 
reported here, but after correlating many tests 
with performance measures, they came up 
with three that were predictive: -small-parts^ 
dexterity, tracing, arid plotting. Note that even 
those tasks that are relatively simple are likely 
to require several abilities. Why then should 
we assume that the treatment of a schizo- 
phrenic, probably a very complete phenomenon, 
should be represented by^ single homogene- 
ous trait? Many researchers have been com- 
mitted to making the "A-B Scale" unidimen- 
sional (taomogenequs items). It is not uncom- 
mon «to read about the "therapist variable" as 
though it were a singleflinitary phenonienon. 
However, Seidman et aL (1974) and Dublin et 
al. (1969) have recently u;sed multidimensional 
analyses with some success. 

In addition to multidimensionality, there is a 
second' set of findings for the electronics 
employees. The tests so developed turned out 



'- *There is an important difference in the use of personali- 
ty telsts in research and rn selection. When used in selection, 
and the subject knows this, there a premium on knowing 
the "right^ answers** and in distorting bne*s answer toward 
the right answer. When used in research, this problem is 
not so serious. See pages 108-109 and 151. 
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to be predictive for blacks but not*for whites 
even though they were originaUy validatejl on 
both groups. The authors offer a numiber of 
possible explanations but are not* themselves 
very impressed with any of them. Here again 
the test literature illustrates, the difficulty of 
generalization find the need for « repeatecl 
validation on various populations. 

Because the determinants of therapeutic 
success are probably multidiniensional, "A-B". 
should never have been caUed a "scale." The 
word conjures up psychometric qualities which 
these items do not have, and should not have. 
By the nature of the task they perform they 
should not be homogeneous or internally con- 
sistent. Rather various items should represent 
various traits significant in the treatment of 
schizophrenia. ^ 

Hereafter, the phrase "A-B predictor" will 
stand for any collection of items correlated 
with therapist success but which collectively 
do' not have scalar properties. Most of the col- 
lections of items presented are A-B predictors, 
not A-B scales. 

If, within a given A-B predictor, certain 
items can be shown to be appropriately cor- 
related with each other, this subset of items 
will be called an A-B cluster « As compared with 
A-B predictors, A-B clusters are useful because 
there is greater likelihood of discovering the 
, deeper personality signi^jicance of ..a cluster 
than a multidimensional predictor. On the 
other hand, predictors are useful because they 
indicate combinations of traits that may be re- 
- quired for a certain type of patient. An A-B, 
cluster^ will be called a scale If we can assig^ a 
meaning ("construct") to it. 

There will b^ one exception to this ter- 
minology. "A-B Scale" (in quotation marks) will 
refer "to the existing literature of the 23-item 
predictor or variants of this predictor which 
ha.ve been used in other studies (table 1). 

Accordingly, the • original 23-item "A-B 
Scale" is really a 23-item A-B predictpf. Within 
this predictor there is one cluster consisting of 
items relating to manual/mechanical occupa- 
tions or activities. The A's reject these items. 
To kno"w that a therapist who is effective with 
schizophrenics is one who rejects manual ac- 
tivities does not give us very much understand- 
\ing of psychotherapy. When one thinks about 
being a ca:rpenter, one might think about the 
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pay, or the supervision, or the intrinsic 
satisfactions, or the woather, or any number of . 
other things. In fact, different substrates of a i 
population will think of different things. Thus .^Z 
this central cluster of the original A-B predictor "^"^ 
probably has a variety of meanings for the 
deeper personality structure of different 
group? of therapists: I will refer to a cluster 
consisting of such items as multisemantic. 

In contrast, a manifest scale is one where 
most of the items seem to have a common 
n^eaning for personality. Such scales are prob- 
ably more constant in their meaning across 
groups of therapists, and they are moije injer- * 
pretable in a therapeutic siting. For example, 
we will find a second cluster of items that seem 
to hav^ in common certain aspects of social ^?c- 
pressiori.^ 

In summary, then, it was assumed in the pre- 
sent studies that thfe " A-B Scale" is not a scale. 
It is a multidimensional, multisemantic predic- 
tor* Unraveling its multiple meanings is an in- 
teresting scientific detective story. • 

Continuing th^analogy, "the plot thickens." 
Almost immediately after the publication of 
the **A-B Scale," McNair, Callahan, and Lorr 
(19621 attempted to replicate the Whitehorn- 
Betz [findings. They found indeed that the 
"scale" worked, biit in the rie verse direction. 
The 40 therapists and 40 patients were in out- 
patient clinics of the Veterans Administra- 
tion.^ \ • 

Since many V.A. outpatients are neurotic, it 
was injmediately inferred that the. A's were 
more effective with schizophrenics, while the 
B's were more effective with neurotics. In fact, 
as is the case in too many clintc^ studies, the 
diagnosis of the patients is unknown. McNair 
reports that 82 percent of the patients in V.A- 
clinics at'that time were neurotics; the remain- 
ing 18 percent were personality disorders (per- 
sonal communication). It is possible that t;he 
personality disorders are responsible for the 
negative relationship observed between the 
"A-B Scale" and therapist' success. This 
would be the case if there were a strong 
negative relationship among, say, six or eight 



•K this were a real detective story. I would allow the reader 
to form his hunch that this reversal was due to the scale's 
multiple meanings. While some of the. reversals to be 
discussed appear to be due to its multiple meanings, this 
one appears not to be. 



personality disorders and no relationship at all 
fot the neurotics- 

V If the A's are more effective with schizo-. 
|3(^hrenics while the B's are more effective with 
outpatients, then Ihe **A-B Scale^' is the 
ultimate in differential treatment. It goes 
beyond the notion that the treatment must fit 
the disorder. It siays that certain treatment 
which is beneficial in the case of one disorder is 
decidedly not beneficial for another disorder. 
Small wonder that Carson, (1967) called it a 
'^critical variable." . 

^ In any event, this intriguing touchstone of 
differ^i^ntial treatment soon attracted a number 
of younger workers who, quite suprisingly as 
Betz (1972) notes, made ,it work in pseudo- 
therapy— laboratory analogues -T quite dif- 
ferent from the Phipps long-term psycho- 
therapy with real inpatient schizophrenics.^^t 
the same time, several investigators (May, 
1968; Bowden et aL,1972) tried the "scale" with 
sfehizophrenic inpatients only tO come up with 
null findings. 

And. so the plot thickens still further: 

1. Being empirically- based, the ."scale" has 
no apparent meanihg for psychotherapy. 
The meanings attached to it are almost as 
numerous as the investigators who have 
used it. ^ 

2. The "scale" fails to "work" in some clini- 
cal settings where it would be expected 
to work. 

3. The "scale" "Works" in settings where it 
might well be presumed inappropriate, 
e.g., therapy analogues using^ college stu- 
dents as pseudotherapistis ' reacting to 
taped material. 

It would be a mistake here to try to review 
the several hundred :Studie3 that have been 
done with this "scale." Several reviews are 
iivailable (Razin, 1971; Razin, in press; Char- 
tier, 1971). 

As an example of the. problems, and the 
frustrations, we will consider one study. 
Draper (1967) attempted to replicate the 
Whitehor.n-Betz research. Instead of trying to 
work with records, he had these young, rotat- 
ing, medical interns rstted by their psychiatric 
supervisors on the dimensions that Whitehorn 
and Betz had extracted from th^ records (page 
16 above). His findings tended to confirm 
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the Whitehorh-Betz findings. However, his 
data from the Strong Vocational Interest 
Blank showed relatio.nships reversed from 
those of Whitehorn and Betz. Paradoxical as 
these ^ findings are, they are exactly what 
would be expected from the findings to be 
presented below. 

It has been suggested thaj^ the ''A-B Scale" is 
a waste of time since it was developed chiefly 
in a period before the introduction of the^ 
neuroleptic drugs. The impact of drug treat- 
ment upon psychotherapy is an important 
issue in this research. However, it is probably 
unreasonable to assume that all schizophrenics 
are going to be drugged heigiyily and regularly, 
now and forever. We know that therapists dif- 
fer in their use of drugs. Some prefer to make 
minimal use while others feel that dosages 
^ should be "adequate." 

If it were true that all schizophrenic^ are to 
be drugged, it would serve to magnify the im- 
portance of these data. Researchers every- 
where agrefe that the psychoactive drugs mask 
the clisorders, ai\d make it difficult to know 
what is disorder and what is drug effect. Many 
researcheris go to great pains to collect data 
from patients who are at least temporarily free 
of drugs. Viewed*in this light, the Phipps Clinic 
data bexibme a vast resource that would be 
most difficult to reproduce. 



A gre^t advance w^s made by Whitehorn 
and Betz When they sought Systematic <»bser* 
vations. Many thoughtfiil clinicians had con- 
cerned themselves with the personality of the. 
therapist as a critical variabler but )t was 
Whitehorn and Betz who collected systematic 
observations on more than a thousand patients, 
and several score of therapists. ' 

The state of psychotherapeutics in the early 
1940's was not unlike the state of aeronautics 
in the early l900's. Wilbur and drville Wright 
did not have any college education, but they 
did pursue some systematic observations. 
They set up a wind, tunnel where they could 
observe^the performance of airf oil&i. What they " 
learned was quite contrary to what was then 
"known," and it was disquieting to the 
academic experts of their day. Moreover, their 
way of learning, systematic empirical observor 
tion, remained for decades the only satisfac- 
tory approach to the problem. It would be 
many decades before accurate theoretical 
predictions could be made about airfoils. 

While the task of the WHght brothers was 
not an easy one, still it was possible for them to 
prove dramatically and conclusively the 
superiority of their knowledge over the 
prevalent knowledge— they flew an airplane. 
Would that it were as easy to demonstrate thie 
worth of the findings of Whitehorn arid Betz! 



Chapfter HI < 

The First Study— A Pi 

My fu;st efforts to find the colTelat^s of the 
A-B predictor were as by-products of another 
investigation. This other study does not con- 
cern us except to say that it was a study of pic- 
tures drawn by mental patients. I became, in- 
terested in tbe way, "ratersV reacted to these 
pictures <Dent and Kwiatkowska, 1970).' To 
measure * the raters' personalities I put 
together a questionnaire derived largely from 
Irvin L. Child's works in aesthfstics. The 
resulting 12 personality dimqnsioWs were not 
only useful . in that they were related ^o 
"aesthetic judgment," many of them could ^o 
be expected to define the way different people 
react to different kinds of psychopatfiblogy. 

It would be of interest to understand how A 
and B therapists react to various kinds of 
psychopathblogy. Accordingly, the question- 
naire included 18 of the 23 A B items. Of the 13 
items in the main cluster, rejection of manual 
and mechanical activities, I included 8^ and ex- 
cluded the remaining 5 as redujidant (table 1, 
page 17, Nos. 59, 68, 87, 121, and 189). 

The purposes of including the A-B items in 
this questionnaire were frankly exploratory. 
Quite independently of reactions to pictures, I 
sought the correlates of the maiii cluster, and I 
hoped to tease out some oth^r clusters from 
among the remaining 10 item's. The assump- 
tions were: 

1, That the A-B predictor is multidimen- 
sional; i.e., it contains more than one em- 
^ pirical cluster. 
^ 2. That the dimensions might well represent 
various aspects of dealing with schizo- 
phrenics. 

3. Thajt the main dimension, rejection of 
manual and mechanical interests, could 
not possibly mean the same thing to 
women as it 'means; to men. Since the 
Phipps residents were predominantly 
male^ only males were to be used in 
analysis. . 
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4. That "young male adults" nright have 
personalities different from those of psy- 
chiatric residents at the Phipps Clinic. 

This first Personal Tendencies Question-, 
naire (PTQ) contained in addition to the 18 A-B 
items, items from 12 personality scales. Ex- 
amples of these items can be seen in tables 3, 4, x 
and 5. \ 

The respondents were (1) 26 male normal 
volunteers living in the Clinical .Center at the 
National Institutes of Health and (2) 34 males 
in 4 class in psychology at a community college. 
I wondered how these respondents might com- 
pare with the' psychiatric residents at the 
^ Phipps Clinic. One would expect mental health' 
professionals to have an interest in how other 
people feel. Certainly, those who are not in-, 
terested in the feelings of others are not likely 
to become psychotherapists. There were eight 
items in the questionnaire which might in- 
dicate such an interest, and these eight items 
were used to construct a scale called "Em- 
pathic Interest." This sipale became the keyto 
the analysis. 

If we look at the 60 respondents as a group, 
there are no significant correlates of the A-B 
predictor. However, When we loo^!^eparately 
at those with high empathic interest and those 
with low empathic interest, some interesting 
possibilities emerge. These results are 
presented in tables 2 and 3,^ and can be sum- 
marized as follows: 
* ■ ■ • • ' ■ ■ 

1. In table 3, there are hardly any correlates 
of the A-B Predictor ampng those with 
low empathic interest, but somewhat 
more among those with high e'mpath^c 
interest. This is what we would expect if 
the subjects with high empathic interest 
were more like the original validation 
group (Phipps residents) than those with 
low empathic interest. 
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Table 2.— Intercorrelation of Selected Scales 

^ (Paarsonlan ifs) 



f * 

' \ ' . . ■ . ■ 


31 College Men 

With High 
Emphatic Interest 


. ' 29 College Men 
With Low , 
Emphatic Interest 


8 A«B Items 

representing 9*item 
rejection of. F Scale V 
mechanical 
Interests 


8A-Bitems 
representlpg 
rejection of 
mechanical 
Interests ^ 


Mtem 
FScale 


A'B predictor (18 items) 


.90 —.39 


.86 


^ .06 


8 A'B items representing rejection 








of mechanical Interests 


—.47 




—.08 



— Significant at .05 level (two;tall). 
s ^nlflcant at .01 level (two-tall). 



^ 2. In tKble 2, for those with high empathic 

interest, one of the 12 personality scales 
is correlated with the A-B predictor, 
There is a negative correlation with the F 
Scale, Authoritarianism, which is an indi- 
rect measure of ethnocentrism (Adorno et 
al., 1950). 

- 3. The items representing rejection of 
manual activities dominate the predictor 
in both halves of the sample. In the high- 
em pathic-interest group, th^ rejection of 
manual ax:tivities explains all of the cor- 
relation of the predictor with the F Scale 
(table 2). 

4. In table 3, there is a tendency for the item 
correlations to reverse as we pass frbni 
high-empathic-interest subjects to low. (In 
th4l||tiexf'Chapter, this tendency of the ''A- 
B Scale" to reverse its meaning will be 
called "the semantic reversal;") 



social affairs. They were scored as a scale for 
item analysis. ' 

Tables 4 and 5 present item analyses' for 
eight items in the main scale, rejection of 
manual and mechanical activities, and the six 
items in the active social area. The itqm^cpr- 
related with the "reject manual" scale suggest 
nonauthoritarianism, tolerance for complexity, 
regression, and so forth. The items correlated 
with the "active social" scale also include one 
from tolerance for complexity, but the ^gn of 
\ the Correlation is reversed. In fact the items in 
tabl,e 5 reveal an active structuring, though of 
course not a complete reversal of the tolerance 
in table 4. Thus it appears that the A-B predic- 
tor contains at least two scales that are very 
different from each other. 

The findings serve as background for the 
study to be reported in the next chapter. The 
findings thus become assumptions ;^hich could 
be elaborated in c2tmcaZ terms as follows:; 

1. The A-B predictor is limited in applica- 
tion to settings which are primarily 
psychchsocial in their treatment orienta- 
tion. It will not "work" in somatically 
oriented settings, and indeed might even 
reverse its meaning in such settings. 

2. Authoritarianism stands for 7''Custodia[l- 
ism" (Gilbert and Levinson, 1956) and 
negative attitudes generally toward 
serious mental disorder. This might well 
be associated with a particular thera- 



Considerable attention was given to the 10 
A-B items not part of the niain cluster. Six of 
the 10 items showed, a modest amount of inter- 
nal consistency. The average intercorrelation 
was .22. These items include (1) likin^g>^o be 
president, (2) drilling in a [military] company, 
and (3) interesting the public through public ad- 
dresses. The A's also feel that they can (4) ac- 
cept just criticism without getting sore, (5) cor- 
rect others without giying offense, and (6) 
foUowup subordinates effectively. These items 
seem to reflect a certain active initiative in 
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Table 3.— CDireiatlon of the A^B Predictor (18 items) With Items in Other 

Personality Scales 
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Scalo(s) and Item 



F Scale and the Tolerance for Complexity Scale: 

; People tali very naturally into distinct classes^ 
such as the strong and the weak. 
Unquestioning loyalty is the first requirement of 
good citizenship. 

F Scale and the Independence of. Judgement Scale: 

Whait youth needs most Is strict cfiscipline, 
rugged determination, and the will to work and 
fight for family an<i country. 

The Tolerance of Complexity Scale: 

The man who truly loves a woman must regard her as 
the best In the world In every important respiect. 

At the end of a textbook chapter, a good Summary Is 
more valuable than a set of thought-provoking 
questions. 

The Independence of Judgement Scale: 

It is easy for me to take orders and do what I am 
told. 

The happy person tends always to be poised, courts- 
ogs, outgoing, and emotionally controlled. 

The best theory is the one that has the best 
practical applications. 

Some of my friends think th^t my Ideas are 
Impractical if not a bit wild. 

The Regression in the Service of the Ego Scale: 

I can detect In myself no strong antisocial 
Impulses of the sort which, under certain circum- 
stances, might lead to crime. 

Injlstening to a lecture. I often am amused by 
thoughts of double meanings or possible puns which 
thfe lecturer probably doesn't Intend. 

The Tolerance of Ambivalence Scale: 

^ A beautiful sunset would be still more beautiful if 
It lasted longer, and were not a tragic reminder of 
. how transitory everything good Is. 



31 Men With High 
Empathic Int^eirest 

Scale 

Answer "A" 

Ansir. /Gamma i 



F 



- F: 



F 

.F 



.48- 



.32 



.48 



.43 



29 Men With Low 
Empathic Interest 

"A" 

Ansr. Qamma 



.64' .02 
.60 .01 



.03 



.48 .02 T 



-10 

.01 
.04 



.34 



.31 



.11 



.14 



.64 001 T 



.62 
.46 

.32 



.01 
.02 

.15 



F V .69 .04 



:64 .02 



Gamma is not recorded unless p value Is . 15 or less. 
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Table 4.— Correlation of the Score for Eight A-B Items Which Imply Rejection 
of Mechanical Interests With Items In Other Personality Scales Among 
31 College IMen With High Empathic Interest 



Scale and Hem With Which the "Rejection" Score Was Correlated 



Scale 
An- 
swer 



"A" 
An« 
swer 



Gam- 
ma 



F Scale and the Tolerance for Complexity Scale: 

Unquestioning loyalty is the first requirement of good citizenship. 

People fall very naturally Into distinct classes, such as the 
strong and the Wealc. - 

F Scale and the Independence of Judgement Scale: 

What youth needs ipnost is strict dijscipline, rugged determination, 
and the will tq work and fight for family and country. 



The Independence of Judgement Scale; 

The happy person tends always to be poised, courteouSp outgoing 
and emotionally controlled. 

It is easy for me to tal<e orders and do what I am told. 

Science should have as mifch to say about moral values as religion 
does. 1, . . , 

The Regression in the Service of the. Ego Scale: 
. I can detect in myself no strong antisocial Impulses of the sort^ 
which/ under certain circumstances, might lead to crime. 

I enjoy letting my thoughts wander aimlessly, and find myself think- 
ing about all sorts of unusual and uprelatidd things. 

The Tolerance of the Unrealistic Experience Scale:. 

Optical illusions and other experiences tt^at put you in conflict about 
^hat is real and what Isn't are on the whole quite enjoyable. 

The Tolerance of Ambivalence Scale: 

A beautiful sunset would be still more beautiful if it lasted longer, ^ 
and were not a tragic rerhinder of hoW transitory everything good Is. 

Need for Order: 

I prefer that my hours of eating and sleeping be regular, not 
changing from day to day. (included for comparison with table 5) 



F 

F* 



F 
F 



.79 .0006 



.77 .004 



.62 



.51 
.45 

.42 



.003 



.02 
.02 

.04 



.54 .009 



.57 .03 



T .45 .05 



.56 .05 



F .40 .18 



peutic style, say, for example, efforts to 
decrease symptoms as opposed to trying 
to understand dynamics. See item (2) on 
page 16, 

3. Some sort of active social initiative may j 
be involveil, perhaps reflecting the *'parti- ' 
cipation" discussed ^ by Whitehorn and 
Betz. See item (3) on page 16. 

While the general outlines of these assump- 
tions will be confirmed below, some of the 



specifics will not be confirmed. We shall find 
that einpathic interest does not necessarily 
distinguish the psycho-social from the somatic 
orientation, and that authoritarianism is dif- 
ficult to measure among mental health profes- 
sionals. Few mental health professionals in- 
dorse any of the items in the F Scale. But men- 
tal health professidnals^do vary on dimensions 
which are usually related to the F Scale, dimen- 
sions which probably^are correlated with their 
reactions to types of pathology> 
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Table 5.--<:brrolatlon of the Score for Six "Other" A ? Jtems With Items In 
Other Perstonelity Scales Among 31 College Men With High Empathic Interest 



3cal« and lt*m With Which the "Other" Score 
Wee Correlated 



Scale , 
An- 
swer 



"A" 
An- 
swer 



Gam- 
ma 



■The Tolerance for Complexity Scale: 

No one can be sure of conquering his diffi- 
culties; willpower Is not enough. 

The Regression In the Service of the Ego Scale: ^ 

When I am alorw or performing a task requiring^. - 
no mental worl<, I enjoy doing things like , 
rhyming vwords, discovering puns, and making up 
ilttle songs. 

Need for Order: 

I prefer that my hours of eating and sleeping 
be regular, not changing from day to day. 
(Cf. table 4) 

Preferencei for Decision Making: 

I prefer a Job that requires mal^ng difficult . 
' decisions rather than following Instructions 
carefully. 

Preference for Work: 

i -prefer to cihnb a flight of stairs rather 
than taking an elevator up. 



.48 



;53 



.66 



.44 



.44 



.02 



:oi 



.02 



.04 



Chapter IV 



Th^ Second Study— Hbspitali^^^^ " 
Schizophrenics, Pepres^ives, and Neurotics 



The pilot investigatioii was sufficiently in- 
triguing that I decided to design a larger cor- 
relational study of mental health professionals 
and other relevant groups. Actually^ much of 
this second study was not "by design." Rather, 
as is the case so often in exploratory studies, 
the research opportunities utifdlded as the 
study proceeded. To understand the limita- 
tions of this study » it is necessary to describe 
its original design. i 



Study Design 

The study was oriented to the schizo^ 
phrehias. (See appendix 2 which was written 
about the time that this st^udy was designed.) 
The fact that the "A-B Scale" might have im- 
plications for the treatment pf the neuroses 
was given some consideration, but the per- 
sonality sc^Iqs included were chosen primarily 
becau9ej>f their possible relevance for treating 
schizophrenic^. 

I hoped to have the opportunity to reanalyze 
the original Phipps Clinic data, using moi'e 
powerful and more accurate statistical tech- 
niques which might yield a larger and better set 
of A-B items than the original 23. This 
reanalysis^asmade possible by Dr. Joseph H. 
Stephens who has l^rei^erved the data, checked 
and auguniented it» adding more patients and 
more doctors, and assembling much moreinfqr-, 
mation about the patients and the doctors (e.g.» 
drug therapy, process/ponprocess, etc.). The , 
reanalyses presented below continued after 
the revised Personal Tendencies Question- 
naire (PTQ) was put into the field, because 
more and more Phipps data became available, 
permitting more accurate analyses of the 
Strong Vocational Interest Blank (SVIB). Thus 
the A-B items included in the PTQ are not pp- 



timal but are nevettheless useful for our pur- 
po3es here. 

This revised PTQ, including a larger number 
of personality scales and. revised A-B scales, 
was designed, for administration to a variety of 
groups representing various degrees and kiiids . 
of mental . health specialization* I hoped" that 
the psychiatrists who participated in "the 
original Whitehorn-^etz studies would be 
among these groups. 

Desi^ of the Personal Tendencies 
Questionnaire (PTQ) 

In prder to reach relevant groups th>e ques- 
tionnaire had to be short, short enougKthal\ 
the average persoi^ copld answer it' in haEfvan 
hour. This was achieved, but only by the most 
careful selection of content* Not only were per- 
sonality scales selected with care,, each item 
was required to justify itself. For example, if 
an item were such that most psychotherapists 
answer it in the same way, it was excluded/ 
since it contributes little to measurement. 
(This controversial procedure is^ discussed at 
lengthen appendix 1,) The PTQ us presented in 
appendix 2. J 

The personality scales ^included are 
presented in table 6 and. the items' are- 
presented in appendix 4. As presented,: they v 
reflect considerable analysis of internal con- 
sistency thjat was conducted after the data had 
been colle^ed. The appendix tables indicate 
how each item was selected, and if not used as 
it was originally selectedf why it was not so 
used. • ' 

There are dbubtless niany other facets of the 
treatment I of meiital disorders that could he in- 
corporated into. such a questionnaire. Clearly^ 
we can get from a questionnaire only what has 
been built intb it. 



Table 6.-Scale8 Included In the Revised Personal Tendenclee Questionnaire 



A 


No. 


Coef. 




Tabid . 


Items 

, / 


Alpha 




No. 

===^ 




Source 


31 


M !""! 

m 

■■,■5 


.49 


^ulU (iTaIavamaa Iav OAmnlivUw'^ 

Child Tolerance tor wnipiexny 


32 / 


AA 

,22 


.77 


DaviffSlnger ^ • . , . ' 


'; 33 


7 


.24 


Vadous sources . 


34 


5 


^6 


vMireis ano Miieu noieoiaiii □iii^ « 


35 


5 


fin 

.39 


various : 


AA 

36 


7 


.56 


uniiQ loierBriceoi^™ uniPfliiwio 


3/ 


7 


.25 


Puil^ ((TaIaMaaa ftf AmKlualAnrfi'' 

Child loierance oi AfiiDivaience 


AA 

38 


4 


.32 


inilQ r(pi6r6nce lor ueci8iQ|iviaMny 


!',39 ' 


1 




, Written for the ffiQ 


iA 

40 




.39 ■ 


Cluifl, ouperejo j 


41 - 


iA 


.71 


AOOrBO,etSil. rscaie piusiniBBOinuia 


i A ' 

42 


A^ 


.51 


Oav^aa illnf^ftnAM/lAnAA aI liiHADfnonf'' 

Barron inQspenoenceoiJuageiiwni 


iA 

43 


• 7 


.53 


Child "Deference 


44 , 


■ 3 . 


i 

AA 

.38 


Child NurtliranQB Anxiety 


45 


1 




Qamaa l^A/lAAAAAlArtAA a{ lltHAAmAAt^' 

Barron inciepenQencooiJuuyoiiioni ^ 


46 


'3 ■ 


.50 


Child "Preleience for Intellectual Challenge" 


.'4? 


7 


.74 


Child "Sociability" , . 


48 ■ 


4 


.55 


Rokeach "Dogmatism" 
' Written for IheM ■ 


49 


5 


.59 


50 


3 


.54 


, Child "Preference for .Wor . 



Need for Closure' 

Regression In the Service of the Ego 
Empathic Interest ^ ' 
Work Ethic , ^ ' 
Need for Order 

Tolerance of the Unrealistic Experience 

Tolerance of Ambivalence . , 37 ■ 7 .25 Child loierance of Ambivalence" . g 
Preference for Decision Making ' 38 , 4 .32 ChrPreferenceforDecl8l|M^^^^^^ J 
HIgti Personal Standards . " :'.39 ' " 1 - Written for lhef?TO' V g 

Pgl^Q^jg /in 7 ' 10 r.hll/1 "RimBiwin" j . < Z 

Antidemocratic . 

Individualism ' ^ 
Deference Anxiety 
kurtyrance Anxiety 
Science and Moral Values . 
Preference for Intellectual Challenge 
. Extroversion 
Fervor 

Life Satisfaction 

WorkActivlty • 50 3 .54 uniia7reTerenceior.wQfK . 

Various A-B Predictors and Scales ' 1W3,17, - •. , -', Strong-Vocatlonal lnteiest Blank' (SVIB) » 



r 



•Coefficient Alpha Is computed for 133 psychiatrists, psychiatric residents, Srid clinical psychologists In training. 
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The Respondents 

Since it is assumed that the A-B predictor 
tfas different meanings for different groups, it 
is important t<^ be able to describe the groups. 
A great deal of at^n^tion was given to response 
rates and to increasing the response rates in 
order to be able to define as precisely as possi- 
'ble the nature of the groups that were studied. 

It was assumed that, somehow, the psycho- 
social vs. the somatic orientations are involved 
in understanding the A-B predictor. But it was 
not understood how difficult a task it is to get 
an empirical handle on these orientations. ^ 



The groups of respondents are shown in 
table 7. It was assumed that the first g^oup* 
the original Phipps Clinic psychiatrists* would 
have a psycho-social orientation since that was 
the .orientation of the Clinic when they were ' 
there. It turns^^out that they now vary in their 
orientation. . 

In order to get a sample of somatically 
oriented psychiatrists. I turned to another 
survey being conducted, at the time: The 
FoUowup Study of Former NIMH Trainees and 
Fellows. In that questionnaire there were some 
questions about types of therapy utilized. A 
number of male psychiatrists were selected (in 



Table 7. — Male Respondents to the Revised Personal 
Tendencies Questionnaire 



Group 



No. ' Response 



pescription 



PsychT&trists 



26 



45% The orginal Phipps Clinic - 

psychiatric residents, exclude 
ing those not now in clinical 
work. Collected by mail. 



Psychiatrists 



Psychiatric residents 



Subtotal 



Clinical psychologists in training 
Counselors, house parents 



Normal volunteers 



27 

36 
89 
22 
51 



56% 



22 



91% 



76% 



Matched to above on age. but 
selected to be more somatically 
oriented. Collected by mail. 

Collected by training directorjs. 



Collected by training directors. 

Loysvllfe (Pa.) Youth Develop- 
ment Center. Collected by 
George A.'Furse wljHe living 
at the Center. 




CoJIege students living at the 
NIH Clinical Center. 



In addition, there were some ferr^ale respondents: 5 psychiatrists. 17 clinical psychologists In training, and 21 normal 
volunteers. 

In the text, "133 mental health professionals" Includes the following groups: 89 male psychiatrists or residents, 5 
female psychiatrists. 22 male and 17 female psychologists in training. 

Questionnaires were collected during the perjod June-December 1973 except for the counselors* and house parents' 
which were collected in July 1974. 
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the same age range as the former ^Phipps 
residents) who indicated that they* used 
chemotherapy at feast as much as any other 
kind of th*rapy. This indicator also turns but to 

be inadequate to the purpose. 

The third and fourth groups are mental 
health trainees. Since A-B studies have been 
'done on psychiatric residents and clinical 
psychologists in training, it seemed desirable _ 
to collect some questionnaires from these 
groups. For this purpose, some clinical training 
directors consented to give the questionnaire 
to their trainees. The actual response rates for 
these groups is probably quite variable, very 
high for some groups and low for others. 

The nexf group in table 7 are the counselors 
'and house parents at the Loysville (Pa.) Youth 
Development Center. Most of the eligible staff 
Were persuaded to participate. For this group, 
we have not only the PTQ. but % variety of 
other data as welU including their success 
rates. Together these data constitute a pilot 
study developing methods for applying 
therapist personality research to a milieu set- 
ting This self-contained pilot study of 
therapeutic influence is reported separately in 
. chapter V. ^ 

The la^t gr6up is one of "normal volunteers" 
at the N.I.H. Clinical Center, college students 
who serve as live-in "controls" for medical ex- 
periments. They were cooperative and consien- 
tious participants in this research and were in- 
cluded be<;ause college students have been 
^used as "pseudotherapists" in a large number 
o^analogue studies, some of which have tended 
' to confirm the original Whitehorn-Betz find- 

The characteristics of the normal volunteers 
changed dramatically between the time that 
the pilot investigation was done (chapter III 
above) and the time this study was undertaken. 
In the earlier period, they were typically 
freshman and sophomores who had not yet 
chosen a field of specialization. Their inten- 
tions were about as varied as for any cross sec- 
tion of college students. By the time the second 
study was begun, normal volunteers had 
become typically juniors and seniors, many of - 
whom were oriented toward the helping pro- 
fessions. In fact, nine of thesfe volunteers were 
{Psychology majors, and nine were premedical 
students* Thus, these normal volunteers are 



not at all comparable to those presented in the 
last chapter. 

Female Therapist^ 

While most studies of the psycho-social 
therapies have been conducted oh male 
therapists, there are probably more females 
than males engaged in the^ psycho-social 
therapies. 

The A-B predictor domes from a version of 
the Strong Vocation^ Interest Blank (SVIB) 
which was designed for maleSf Moreover, the 
content of the predictpr4s male oriented. Even 
in these liberated days. 1ft is unlikely that "not 
wanting to be a machinist" means the^same 
thing to males and females. Moreover, many of 
the personality scales in the PTQ were 
validated on male populations and this, shows 
in the wording of certain questions^ 

It was my hope that if we understood the 
''A-B Scale" we could generalize it to females. 
Some females were included in the study, and 
some efforts to specify the liniits of generaliza- 
tion are presented in appendix 7. 

But I cannot feel sanguine about these ef- 
forts. It is possible that the sex of the therapist 
itself changes the therapeutic relationship. 
-What is needed is a complete study comparing 
women who are variously successful with dif- 
ferent types of patients. In the meantime, niy 
apologies for concentration on the males in this 
study. Until that larger study is done, we can 
hardly feel confident about the meaning of the 
various A-B predictors, and clusters for female 
therapists. 



Psycho-Social vs. Somatic Orientations 

As was indicated in chapter III. the pilot in- 
vestigation suggested the possibility that the 
A-B predictor has different meanings for dif- 
ferent groups, and that the tneaning might well 
be different for therapists with a somatic 
orientation from those with a psycho-social 
orientation. This might, for example, explain 
the null findings in certain hospitals. Accord^ 
inglyr the orientation of the therapist was to be 
a major control in the larger study. 
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Actually, there are three dimensions: the 
psychological, the social,^ and the somatic 
(Strauss et al.. 1964)* Among psychiatrists stnd . 
psychologists, the psychological and the social 
^ tend to be negatively correlated with somatic, 
And there is therefore some justification for 
combining the three into a single dimension 
from psycho-social to somatic. For discussion 
purposes, the dimension is treated as a 
dichotomy, but we must keep 'in mind that any 
particular group can fall anywhere on the 
dimension. 

Truly somatically oriented psychiatrists are , 
a small minority, but they carry large patient 
loads, and are therefore an important minority. 
They are not particularly interested in inter- 
view studies and questionnaires. 'Henry, Sims, 
and Spray (1971) abandoned their objective of 
studying such doctors because only 29 percent 
of them consented to be interviewed (personal 
communication). 

I recognized the problems of trying to deal 
with these varying orientations. For several 
reasons, I chose not to attempt to measure 
orientations directly by including appropriate 
questions in the PTQ. (1) The 1»TQ was already 
too long* (2) It is a general questionnaire free of 
specific controversial clinical issues. (3) In 
troducing such issues might color responses to 
general questions, and it might damage 
response rates. 

As an indirect measure, ''empathic interest" \ 
was expected to be higher ^mong the Phipps 
.Clinic graduates (assumed to be psycho^social) 
than for the second group who had indicated in 
the Follow-up Study that they used chemo- 
therapy at least as much as any other type of 
therapy. It was disappointment and consterna- 
tion when I discovered that this ''somatic** 
group reported empathic interest as high as 
that reported by the Phipps graduates. 

At the same time, I was trying to compare 
respondents and npnrespondents. There were 
no differences between respondents and 
nonrespondents in background characteristics, 
or even, for the Phipps group, in A-B scores 
from the SVIB*s they had taken years befort^ 
Specifically there was no difference between 
respondents and nonrespondents in reporting 
the use of chemotherapy in the Follow-up 
Study. This seemed odd in view of experiences 
other researchers had had. V 



If, however, the psychiatrists (the first two 
. groups in table 7 combined) are sorted into two 
groups, those whose primary affilitation was 
with ai medical school or hospital, and those in*^ 
priy^e practices, clinics, or CMHC*s there was 
a hot*quite-significant difference in response 
ra^: 45 percent to 58 percent. This difference 
was puzzling; most of the first group are in 
medical schools, while most of the latter are in 
private practice. A psychiatrist in a medical 
, school probably feels a greater need to respond 
to an NiMH survey than does a psychiatrist in 
private practice. Thus, the "real** difference 
might be larger than that observed. 

Finally, the Follow-up Study does include a 
question about interest in psychopharma- 
cology. The responses to this question also did 
not correlate with reported use of chemo- 
therapy. In fact, among the four variables 
— hospital/nonhospital, enipathic interest, 
chemotherapy, and interest in psycho- 
pharmacology — there are six possible correla- 
tions, but only one of them is significant. 
Hospital/nonhospital is correlated with in- 
terest in psychopharmacology, .32 (gamma 
significant at .05, two-tail). 

It was probably naive to think that empathic 
intejest would correlate with orientation. But 
why is chemotherapy so little correlated with 
others? It is possible that chemotherapy is 
more a function of institutional requirements 
than of the doctor*s preferences. We shall find 
other support for such' an interpretation. 

The reader will forgive me for jumping 
ahead in time to a portion of the reanalysis of 
the Phipps data. The material logically belongs 
here, although it did not become available until 
long after the PTQ*8 had been collected. 

In January 1975 Joseph H. Stephens made 
available some data for the former Phipps 
residents showing the proportion of schizo- 
phrenic patients for whom, drugs were pre- 
scribed, as well as other characteristics of pa- 
tients (ECT, sex, and so forth). These data 
made a number of new analyses possible. For 
present purposes we can ask the question; 
Does the doctor's prescribing drugs relate to 
his later returning the^PTQ? 

There are some qualifications to the answer. 
The Phipps Clinic residents were a very 
unusual group. For example, nearly all of the 
later residents are now associated with 
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Taiie 8. "--PTQ Response Rates for Former Phipps Clinic Residents 



.■wnwinor rtBSiponi fitfouiiuov 
Drugs for Schizophrenics 


%' Returning 
the PTd 


Prescribed no drugs- .i 


60% 


Prescribed drugs, but for less than half of his patients 


50%:* ' 


Prescribed drugs for half or more of hte patients 


20% 



medical schools. This makes it useless to try to 
check their earlier drug-prescribing with their 
present hospital/nonhospital status as we 
would like to do. Since it is one of the few cap- 
tive sami)les of psychiatrists of varying per- 
suasions, we must learn what we tan from it. 

Table 8 shows startling differences in 
response rates. Of those who prescribed ho 
drugs, 60 percent returned the PTQ. Of those 
who prescribed drugs for less than half of their 
schizophrenic patients, 50 percent responded. 
And of those who prescribed drugs for half or 
more of their schizophrenic patients, only 20 
percent returned the questionnaire. Thus we 
get the expected relation between chemor 
therapy and response rate. There is possibly 
an age effect here. The no-drug group are 
older, having done their residencies earlier. 
Other surveys have shown that older people 
are more likely to respond, but the differences 
are never of this order, 
y .As noted above, the current report of chemo- 
therapy use from the Follow-up Study does not 
correlate with the Phipps residents' current 
behavior in responding to the PTQ. But their, 
earlier (by about 15 years) drug-prescribing as 
' found in the Phipps records does predict 
strongly their current responding. Needless to 
say» there is no correlation between their cur- 
rent report of chemotherapy use and their 
earlier drug-prescribing. Nor is there any cor- 
relation if we consider only those who com- 
pleted their residencies in 1959 or later. AH of 
this casts some doubt on whether their current 
report of chemotherapy use reflects their own; 
» professional preferences. 

Of the four variables (hospital/nonhospital, 
empathic interest^ cheihotherapyt and interest 



in psychopharmacology), hospital/npnhospital 
is the most attractive. (1) It does show spme of 
the expected difference in response rate. (2) It 
is available for all psychiatrists and psychiatric 
residents. (3) It is easily replicable. (4) And it 
can be used to classify studies. For example, 
the Draper study discussed on page 19 iS clear- 
ly a hospital study. Moreover, since the 
therapists were medical interns, they were un- 
doubtedly somatically oriented as a group. We 
will therefore use the hospital/nonhospital 
groups as reflecting the somatic vs. the psycho- 
social orientation However, we should note 
that somatically oriented psychiatrists, 
because of their lower response rates, are prob- 
ably underrepresented in the hoisipital group. 
Another way of saying it is that the hospital 
group is probably nearer to the middle of the 
dimension, psycho-social to somatic. Thus a 
partial reversal in correlations between the 
hospital and nonhospital groups may be «uff- 
gestive of a complete reversal if we could get 
data from those with a fully somatic orienta- 
tion. . ' 

For the clinical psychologists in training we 
do not have data on hospital affiliation. We will 
therefore concentrite our attention on the 89 
psychiatrists and psychiatric residents, 46 of 
whom are in nonhospital settings' and 4$ are in. 

hospital settings. 

Further discussion of the somatic vs. psycho- 
social orientation is presented in appendix 8* 



What Is the Meaning of the " A-B Scale"? 

Table 9 presents the PTQ correlates of the 
"AtP Scale*' for yaripufi subgroups in the pres- 
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ent data.' We will be interested in the pat- 
terns presented in this table, not the specifics. 
The patterns presented there have been found 
to be stable over a variety of analysis formats. 

If we look first in table 9 for the underlined 
coefficientSt those significantly different from; 
zero, we are drawn to column 3, the noiihos- 
pital psychiatrists. Almost a third of this group 
are from the original Phipps residents. Almost 
a fourth of column 4 are also former Phipps 
residents. 

The nohhoapital psychiatrists and psychiat* 
ric residents in column 3 are presumed to be 
nearest to the psycho-social orientation of the 
Meyer-Whitehorn Phipps Clinic. If we were to 
break column 3 into three groups — former 
Phipps residents, other nonhospital psychia- 
trists, and nonho3pital psychiatric residents-- 
there are no significant differences in means, 
or in covariance matrices among the three 
groups. As between the groups in columns 3 
and 4, there are only a few differences in 
means, hikt there are substantial, consistent 
differences in covariance matrices. 

There is a tendency for the signs of the cor- 
relations to be reversed between Columns 3 
and 4. Thus when these two groups i:re combin- 
ed in column 1,. we get correlations which are 
smaller |nd less representative of either 
group. We conclude that ^for psychiatrists as a 
whole the "A-B Scale'' has very little meaning. 
Whatever meaning it has for ' nonhospitat 
psychiatrists^ the meaning fpr hospital 
psychiatrist/ tends to be just the reverse. / 

If,:^e look now at the nine psychology majors 
and the ninie premedical students we see a 
similar tendency to reversal. Moreover, the 
nine psychology majors are more like the 
nonhospital psychiatrists than either of the 
other two groups. 

V We cannot say *from these data what precise- 
ly the meaning of the A-B Scale" is^It is pbssi- 



. !The "A-B Scale** is the WB.22 Predictor, 22 of the 23 
itema in the original scale. One item was excluded from the 
PTQ because it had not performed well in a number of 
analyses. Also, as explained in detail in appendix 1, the 
WB-22 scoring is someWhat different from that for the 
2d-item scj|td^i;esentedJin table 1. In spite of these dif- 
ferentea, thjs .964 with the scores on 

the'.2^r|iik^.^ by Barbara Betz for the original 

' P^ippVrSSide^^ is therefore a reasonable substitute for 
tho^igr acofifs. f ' 



ble that other personality measures not includ- 
ed in the PTQ might correlate as well or better 
than these measures do; What we can say is 
. that the scale has different ineanings for dif- 
ferent groups. (It is different again for the 
counselors and house parents.) It cannot be 
generalized, but there is a greater likelihood 
that undergraduate psychology majors will 
reproduce its original meaning than will 
psychiatrists in hospitals. 

In all of this complexity we need to keep 
separate two aspects of the reversal of the A-B 
predictor. The functional reversal refers to the 
differential hypothesis that the A's are more 
effective with schizophrenics, while the B"s are 
more effective with some other diagnostic 
group, notably, V.A,. outpatients. The semantic 
reversal refers to the fact that the correlates 
of the A-B predictor are reversed in sign in dif- 
ferent groups of therapists. 

We have no evidence that the functional 
reversal is simply a semantic reversal. It^ is 
reasonable to ass^unjie that the Phipps Clinic ; 
and the y.A. outpatient clinics were similar in 
having a psycho-social orientation. We will 
need to^look at this questioQ in more detail 
when we have all the findings before us, > 
^ We will turn away now from the original 
23-item A-B predictor. It will appear in .some 
tables for information purposes. But our atten- 
tion will' be toward new predictors and s^cales 
which will tell , us more about the differing 
miodes of treating patients. Actually, we seek 
to dispose of all the multisemantic SVIB 
clusters and replace them with personality 
Vdimensions which have more meaning for 
therapy. But we must not diateard the SVIB's 
until we have learned all we can from them. 
,For that we will study the Phipps data'^in 
greater detiail than has previously been done. 

But one caveat before we leave the original 
"A-B Scale/* The fact that it reverses its mean- 
ing 4oes not imply that the treatment of schizo^ 
phrenics should be reversed. This question 
gets more attention in the last two sections of 
this chapter where it will be shown that the 
W-B 23 fails to predict success with schizo- 
phrenics when drugs are prescribed, but where 
it will also he, shown that the correlates of the 
^W-B 23 are similar to the correlates of an ap- 
propriate predictor ifor success with schizo- ^ 
phrenics when drugs are prescribed. 
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Table 9.-Correlallon Between the WB.22 Predictor and PTO Personality Scales . 



Psychla* 



PTQPersMy Scale 

Number of Respondents' 



-.23 



Need lor Closure . . 

Regression In the Service of the Ego .11 

Empathic Interest -04 

Work Ethic 'i 

NeedforOrder- --19 

tolerance of the Unrealisiic Experience -.06 



Tolerance:of Ambivalence ■ 
Preference for Decision Maidng 
High Personal Standards 
Remorse 
Antidemocratic 
Individualism 
Deference Anxiety , 
Nurturance Anxiety .' ' 
Science and Moral Values 
Preference for Jntellectuai Challenge 

^Extroversion 



.04 
.09 
.22 
-■17 
-.01 
.01 
, .16 
',.26 
-7\ 
-.17 
.27 



(Pairsonlanr*!) 



(6) . ?) 
Volunteers _ 



(3) W (5) 

•;; P8ycl<latil8t8 pior 

Nprmal Mon- . (3) Psychol' 

Voiun* Hospl* Hospl' minus ogy < Pre* 

leers ial tal (4) Majors . med. 



18 



46 43 



9 



9 



-.15 
-.16 


; -.43 
.41 


.04 
-.24 


t* 

HA 


-ji 

-.11 


.06 

<)£ 

-.35 


-:o9; 




-27 : 


*•« 


.08 


-.29 




-.44 






HA 
.UD 


79 


-.13 

.07 


.22 


-.01 

>-.31 


♦ 

t* 


-.50 ' 
.21 


1 
-.02 


.15 
-.24 


.13 
.14 


-l2 

.03 




.38 . 
.24 


-.03 
-.40 


.30 


.28 


.18 




.22 


.37 


.25 


•".29 


-.09 




-.59 


.79 


-.03 


-T8 


. .23 


•» 


, .03 - 


-.15 


-.13 
.08 
-.60 


^ ,.24 


-.21 




-.03 


-.20 


.28 

.36 . 


.02 
.17 




.17 
.33 


.04 
-.93 


-l2 


-S 


.05 




■■09. 


-1 


-.44 

■ .40 


-.16 

■ :;21- 


-.18 

• .34 




;-.29 

^^48 ■ 


-.50 
.37 



Underlining Indicates Itial a cofrelallon Is signlllcantly dillefent Irom zero at the .05 level. 
• . * The two correlation coefllclents In the colunins being compared dlller from each other at the ,1( 
■ "Theydlllerattha-HSIevel, . ; v; ■ 

; . ■ They dlller at the ,01 level, ' ' 
SIgnlllcance levels were computed belore the coelllclentsl/ere rounded to two digits. 
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Further Analyses of the Phipps 
Clinic Data 

•WhjBn I asked Dr. Joseph H. Stephens about 
thei possibility of doing further analyses of the 
Whitehorn-Betz data, I had two things in mind; 
First. I ^ was curious ^btfut how well the A-B 
predictor worked for the female therapists. 
Second, I hoped to increase the number of 
teems in the A-B predictor and thus facilitate 
the isolation of more scales within the predic- 
tor. As I proceeded still other important pur- 
poses presented themselves: developing 
similar scales for depressives and neurotics, 
and controlling for drug therapy effects. 

I was delighted to discover that Dr, 
Stephens had acted not simply as a . caretaker 
of the Whitehorn-Betz data. By systematically 
searching the files, he had been able to add 
more patients and nlore therapists. And he had 
yastly increased the number of other measures 
available for each therapist. 

As for the female therapists that had been 
included in the original analysis, I had con- 
siderable doubts that a predictor, the central 
dimension of which was the rejection of manual 
tasks, could mean the same thing for them as it 
meant for males. Perhaps it might in the 
liberated 1970's, but hardly in the 1940's and 
1950's when **Rosie;the Riveter" of World War 
II fame was still a new phenomenon. Indeed it 
turned out that the A-B items that are predic- 
tive for men are not predictive for women 
<StepHens et al. 1975). Actually, the women as a^ 
group were slightljr more effective with schizo- 
phrenics than were the men. Moreover, as a 
group they tended to reject the manual occupa- 
tions. As^a group, t£i6n, tlmy tendecl to ar- 
tifidlally reinforde the central dimension in the 
original predictor. Howeyer the group 

of females, this dinoiension^ is not predictive. 

As for the second objective, increasing the 
number of items in the A-B predictor, I hoped 
that by using more of the data and more power- 
ful and accurate; statistical techniques, I could 
generate a larger number of items that relate 
to success with schizophrenics. Actually, the 
number oi itpms generated is primarily a func- 
tion of the number, of doctors. By eliminating 
female therapists, and controlling for drug 
therapy (below), the number of doctors was 



reduced and the number of items increased on- 
ly a little as a result of the better techniques. 

At the time, I was having long talks with Dr. 
Whitehorn and with Dr. Betz, It became eyi 
dent that they had done considerable work on 
the therapists' success rates with depressives 
and with neurotics^ They were aware and had 
noted in some of their writings that doctors 
were not uniformly successful with the three 
types of patients. They felt that depressive and 
. neurotic improvement rates tended to be much 
higher than schizophrenic 'rates, arid that the 
variation in the depressive and neurotic rates 
was^ot sufficient to warrant analyse?. It is my 
beiie]^that we ought' to let the data us 
whether the variation is significant; that^is, in k 
bootstraps science we simply ask whether the 
results of analysis are meaningful and sug- 
gestive of further hypotheses. 

Accordinjgly, I asked Dr, Stephens wt^ether 
there were in the files any di||to on the doctors' 
success rates with depressives and neurotics. 
Indeed he found such data for nearly all the 
doctors. (These "percent-improved" rates are 
the original work of Whitehorn and Betz, They 
have not been checked by Stephens.) For most 
of the doctors, then, we. have 'three "percent; 
improved" rates: for «chizophrenics, for 
depressives, and for neurotics. Each of these 
generates a set of predictor items from the 
SVIB. ; - 

The depressives ih<3lude both psychotic andv 
neurotic depressiyeSiV about equally divided; 
The data currently availablef do Jki^t permit us 
to compute separate indices for the tyiro types 
of depressives. This is unfortunate, but still it 
will be of use to compare the treatment of the 
schizophenias with that of the depressions, as 
discussed on page 12 above'. 

The neurotics were brought to the Phipps 
Clinic from far and wide. They were very severely 
disturbed, probably, quite different from the 
outpatients of NcNair, Callahan, and Lorr, 
which are presumed to be .chiefly neurotic but 
included also some personality disorders (page 
19). I did not expect, therefore, that these data 
on neurotics would necessarily constitute a 
test of their finding^, 

At the time these Slait^ tor depressives and 
neurotics became '^i^ailable, the Personal 
Tendencies Questionnair^ wai^ already into its 
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final formal review for the U.S. Office of 
Management and the Budget. Some analyses of 
tVe new data for depressives and neurotics 
Werte done quickly and an extra page of SVIB 
ii^iria was added to the PTQ- 

Meanwhile, I had been doing considerable 
work with respect to the last of the four objec- 
, tive^t.the introduction of the neuroleptics. Dr. 
Beta Wit, and Dr. White horn, tended to agree, 
that these drugs change the doctor-patient 
relationship in schizophrenia. The successful 
:;dbctoi?'s personality is one half of a relation- 
ship, the other half presumed to be a somewhat 
homogeneous rubric— the schizophrenias. If 
the drugs change the latter, they change the 
. relationship, and indeed also the former. 

By using the 47 doctors who completed their 
residencies before 1959, I hoped to approxi-, 
mate this drug-free relationship. The item 
analyses for these 47 doctqrs are presented in 
at)pendix 5. They are of interest partly because 
they explain which SVIB items were included 
in the PTQ. They are also of interest for com- 
parison with later, analyses. „ 

In January 1975 Dr. Stephens furnished still 
n^bre data: the percent -of each doctor's 
schizophrenic patients whq (1) were women, (2) 
were process vs. nonprocess, (3) got ECT, (4) 
got insulin shock, (5) got drugs. These data re- 
vealed that of the 47 doctors, there vnSf^ 12 
• who had prescribed drugs. Thus there were in 
fact only 35 doctors who had prescribed no 
drugs for their schizophrenic patients. 
• The SVIB's were analyzed again, using^ the 
" 35 doctors only, For, although the PTQ could 
not be changed at this point, the scoring of the . 
PTQ could be changed. The item analyses of 
the 35 doctors are showfe in tables 10-13. 
, The data, regarding prescribed drugs are for 
schizophrenic patients only. We do not have 
simifar data fqr the depressive and neurotic pa- 
tients. The antidepressant drugs were not in- 
troduced until several years after the 
neuroleptics. On the other hand, the neurolep- 
tics are also known as antipsychotics. They: 
might well have been prescribed for psychotic 
depressions. Therefore, the analyses of the 35 
doctors is probabjy the best approximation to 
the "drug-free relationships" for all diagnostic 
groups. ' • 

Casual inspection shows that the tables for 
47 doctors'* in appendix 5 are quite different 



from tables 10-13, Taking out 12 doctors who" 
prescribed drugs makes a difference. This and 
other findings to be reported confirm that the 
• difference is important and should be explored 
as fully as possible even though the number 6f 
doctors prescribing drugs might be con- 
siderably less that 35. First, though, we will 
explore the "drug-free therapeutic relation- 
ships." 



The Pliipps Data— Drug-Free 
Therapeutic Relationships ^ 

The best way to understand the contents of 
tables 10-13 is to consider the summary 
variables presented in table 14. Many of these 
variables are not indepeffdent of each other; 
e.g., the same items may be used in more thah 
one predictor. It is not suprising, then, that 
there are so many correlations which are 
significant at the .01 level. In studying this' 
table;, we will be concerned not so much ^ith 
significance levels as with whether « particular 
coefficient is high enough or low enough for 
those purposes for which we mean to use it. 

The variables in table 14 are of several 
types. W-B 23 and 22 are not part of the 
reanaly sis. Bather, they are closest to the "A-B 
Scale" that has been used in other studies. 
They are included to show their relation to the 
new predictors and scales. The three MPRV 
variables are the criteria of success— percent 
of patients improved for the three diagnostic 
groups. Itpis from these three criteria that all 
of the remaining predictors and clusters are 
' derived. The three TOTL predictors are all 
those items in the PTQ which predict a 
criterion: Since some items predict more than 
one criterion, the TOTL ' predictors are not 
statistically independent pf each other. On the 
other hand, S, D, and N include only the items 
distinctive to a single criterion, These predic- 
tors are specific to the specific diagnoses. The 
OTHR variables include the items that were 
hot included in the PTQ but should have been, 
had these analyses of the Phipps data been 
' finished before the PTQ's were collected. The 
lower pairt of the table is concerned with 
"clusters," i.e., groiips of items from within the 
various predictors which are inteif^rrelated 
with each other. . 
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TabI* 10.— SVip Items Correlated With Therapists' Percent improvement ih 
Patients Who Are Schizophrenic, Depressive, or Neurotic 



(Doctors who did not prescribe driigs for schizophrenics) 



N = 35 



N = 34' 



item Number 
SVIB PTQ 



Item 



Schizophrenic 
Gamma o 



Depressive 



N = 32** 



Neurotic 



17 3-31 

19 3-32 

56 3-41 

60 3*43 

94 3-52 

188 3-71 



155 
162 

209 



SD Items: (6) ; 
Building 
Contractor* 
Carpenter* . 
Machinist 

Mechanical 
Engineer* 
Tootrriaker* 
Repairing Elec. 
wiring 

Excursions 
Animal zoos 

. Adjusting 
difficulties 
of others 



—.45 
—.51 
—.35 

{—-26 
—.45 

--:37 

( .41 
.62 



( .50 



8 3-29 
103 

105. 3-56 
256" 4-4 
280 ' 4-7 
287 



301 



1 



D/Vitems(4) ^ 

Auctioneer DBUSNS 
Arithmetic 

Bookkeeping DPUSNS 
Foreigners NQUEST2 
Athletic men NQUEST2 
Sell the ; 
.machine 
Luther Burbank 
"plant wizard" 



.02 
.01». 

.05 

.15) 
.001 

.05 

^06) 
.01 



.10) 



Gamma 


P 


Gairima 


P 


—.39 


.04 






—.53 


.01 






—.36 


.05 






—.45 


01 ■ 






—.41 ■ 


.03 






•.—■57 ■ 


>UU*f ■ 








■ ' . \ • . 






( .37 


.10) 














(—.36 


.09) 


— .44 


.05 


(—.38 


,.10) 


(—.58 


.06) 


—.51 


.01 


—.52 


.02 


(-.37 


.09) 


—.68 


;004 


(-.41 


•06); 


--.54 


•,04 


—.50 


.04 


(—.44. 


.09) 


( .33 


.08) 


( .37 


-09) 



In parenthese$ are relations between the .05 and the ,10 leve^^^^ 

One of the doctors did not have enough depressive patients to yield d reliable Improvement rate; three of tha 
doctors did not have enough neurotic patients. ' (^Jf 

• Origljial 23 items. I; 
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Table 11. — 



HOSPn-iOilZEb SCH1Z0PHREN1CS/dEPRESSIVES.'aND NE^ 

SVIB Items Correlated With Therapists' Percent Improvement 
In Pitlents Who Are Schizophrenic 

(Doctors who did not presbrltM drugs for schizophrenics) 

N =» ■ 35 



8T 



ftttm Nuriiber 
SVIB PTQ 



Item 



(aamma 



13 : Autp Repairrnan 

59 3-42 Marine Engineer* 

160 Collecting postage stamps 

158 3-64 Conventions ' 

170 Snakes ■ 

184 -3-67 ' Social problem movies 

189 3-72 Cablnetmakirig* > 

225 Continually changing activities 

283 Discover an improvement in thf design of the machine 

289 . T&ch others the use of the nri^Chine 



SQUtST 
SOU EST 



SXPRSS 
SQUESt 



.37 
.64 
.48 
.43 
.56 



.04 

02 /• • 
0P4 



Chauffeur vs. Chef (B) 

Work Involving few details vs. many details (A) 
Nights spent at home vs. away (A) 
Accept just criticism without getting sore* 
o/o i-o* Abl6 to meet emergencies quickly and effectively 
383 1-68 StImuTatQ the ambition of my associates 



323 
341 
352 
367 
376 



3-19 
328 
1-2 

1-6i2 



SXPRSS 
SXPRSS 
SXPRSA 
SXPRSA 



.47 
.37 
.38 

.46 

.44 

.47 
-.52 
.46 
.45 
:40 



i 



f.04. 
1.06 ■ 
! -05 - 

I'm 

.02 

.01. 

.008 

.01 

■m 

^:05 

:o3 



Between the oB and the 10 level: 
9 3-30 AuthoNOf a novel - 

51. ; Lawyer, Criminal 

55 Locomotive Engineer ■ 

71 3-46 Poet 
132 Shop Work 

140 Tennis 
145 Poker 

195 Arguments » 

^21 3-75 Expressing judgments puy icly regardless of 
criticism ■ . 
276 independents in politics 

291 Salary received for work 

297 Opportunity to understand just how one's superior 

311 1-18 President of a society or club* 

333 Tangible returns vs. activity for its own sake (A) 



SXPRSA 



SXPRSS 



.53 


.06 


.32 


.07 . 


-•.32 


.09 


.32 


, .08 


—.30 


.10 


.54 


.06 


—.31 


.09^ 


7-.34 


.07 


.31 


.08 


.39 


.08 


—.31 


.09 


.37 


.10 


.43 


.08 


—.32 


.07 



(A) The TVs prefer the second choice. (B) The B's prefer the second choice. 
: OrlQlnay 23 A-B items. / ; ^ 
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Table t2.—SVIB Item Correlated With Therapists' Percent Improyement 

in Patients Who Are Depress/Ves 

(Doctors who did not prescrihe^rugs for schizophrenic^) 



Item Number 
SVIB PTQ 



Item 



Gamma 



29 



3-37 



' 48 3-40 
64 3-44 

68 3-4i^ 

80 3-48 
90 3-50 
99 3-53 
109 

166 3-65 
180 
190 
197 

245 " 4-3 

260 
306 
338 

373 2-3 



Dentist 
Floorwalker 

Hotel Keeper or Manager' 
Labor Arbitrator 
Office Clerk 

Ptiotoengraver* 
Retailer 

Specialty Salesman* 
Wholesaler 
Civics ' 



—.42 

DBUSNS —.81 
—.46 
.42 

DBUSNS —.67 



DBUSNS 
DBUSNS 
DBUSNS 
DBUSNS 
DCIVIC 



Musical Conrtedy 
"f^opular Mechanics" 
Operating macfiihery 
Interviewing prospects in sailing 
People who have made fortunes in business 

■ 1 ■ 1. ■ . . ■. ■■ . ■ 

Side-show freaks 

J. P. Morgan, financier 

Work in a large corporation with Ijttle chan^je of 
becorhing president vs. work for self (B) 
Am always on time with. my work 



DCIVIC^ 
TDCIVIC 



Between the .05 and .10 level: 



25 
54 
73 
74 
95 

100 
1.16 
135 
156 
257 

279 
379 
397 



3-47 



4-6 



Civil Service Employee . 

Life Insurance Salesman < 

Printer j • 

Private Secretary ^ 
Traveling Salesman 

* ■ 

Worker in YMCA, KOFC, etc. 
Histofy . ^ / 

Typewriting . ^ 
Smokers . 
Nervous jDeople ^ 

People whp chew gum ^ 

Have good iudgment in apprajsing values^ 

Tell jokes well vs. never tell jokes (A) ■ * 



DBUSNS 



.43 
-.70 
-.62 
-.65 
.41 



DBUSNS —.71 
—.43 
—.50 
—.40 

DBUSNS —.57 



-.55 
-.37 

.37 



—.47 
—.61 
—.35 
—.35 
—.40 

—.38 
,38 

—.36 
.33 

—.31 

.42 

^ .41 
—.36 



.04 

.ai 

.02 
.02 
.02 

.03 

.001 

.006 

.boi 

.05 . 

.03 X 
.05 . % 
.01 * 
.04 
.004 

.01 
.04 

. ■ * 
.03 
.02 



.06 
.06 
.09 
.08 
.10 

.'■07 
.09 
.07 
.09 
.10 

.10 
.08 
.08 



' Orlglnaf 23 A-B items. 

(A) The A's prefer the second choice. 

(B) The B's prefBr the second choice. 
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Tabl«13.~ 



HOSPITALIZED SCHIZOPHRENICS. DEPRESSIVES, AND NEUROTICS 

SVIB Item9 Correlated With Therapists'. Percent Improvement 
in Patients Who Are /Vearof/cs 

(Doctors who did not proscribo drug* (or Mhlzophronlct) 



89 



If m Number 
SVIB PTQ 



Item 



Gamma 



16 Bookkeeper 

101 3-55 Algebra 

113 Geography 

115 >3-57- Geometry ^ 

119 *3-58 Literature 

148 3-61 Solving mechanical puzzles 

149 3-62 Performing slelght-of-hand tricks 
171 Sporting pages 
173 3-66 Detective stories , 
;185 3-68 MakiRg a radio set* 

186 3-69 Repairing a clock 

240, Optimists 

269 4-5 People who talk very slowly , 

303 Thomas A. Edison, inventor 

310 John Wanamaker, merchant . ^ 

316 Chairman, Educational Committee 

350 Playing baseball vs. watching baseball (A) 

359 3-23 Jealous vs. conceited people (A) 

. 390 Usually ignore other's feelingp vs. consider (A) 

Between the .05 and .10 level: 



\ 



3-33 



7- 
11 
15 
21 
70 

129 
130 
142 
165 ' 
198 

217 
236 
286 
275 
318 

353 2-35 
358 

386 3-24 
•399 



Athletic Director 
Auio Salesman 
Bank Teller 
Cashier In a banit' 
Playground Director 

Psychology 
Physiology 
Taking long walks 
Vaudeville 
Interviewing clients 

Bargaining ("swapping") 
Energetic people 

Create a new artistic effect, i.e., irnprove beauty 
Bolshevists 

Chairman, Membership Committee 

Reading a book vs. going to movies (B) r 
Tall men vs. short men (A) 
Smooth out tangles ar^d disagreements 
between people 

Frequently make. wagers vs. never (A) 





—.54 


.05 


NSOLVE 


^.77 


.01 




.54 


.04 


NSOLVE 


— .66 


.02 


NQEST1 


.49 


.05 


NSOLVE 


—.47 


' .03 


NSOLVE 


—.61 


.01 




-ri54 


.02 


NSOLVE 


— .51 


.03 


NSOLVE 


— .44 


.04 


KIOOI \/C 
iMOwL-V C 




.wo 




—.49 


.03 


NQUEST2 


.52 


.04 




.68 


.01 




—.50 


.03 




.47 


.04 




—•51 


.03 


NQEST1 


—.54 


.03 




— .52 


.02 




—.36 


.09 




—.38 


.10 




—.52 


.07 


, NQEST1 


—.46 


.07 




—.30 


.10' 




.48 


. .08 




.53 


.06 




.43 


.06 




,43 


.06 


< 


—.46 


.10 




— .36 


.09 




—.72 


.09 




.36 


10 




.42 


.07 




—.42 


.07 






^7 






.07 




—.62 


.06 




— 57 


.08 



• Original 23 A-B Items. 

(A) The A's prefer the second choice. 

(B) The B*s prefer the second choice: 
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Table 14.-Tlie Criterion Varlables-Pertent Improved ol Schizophrenic, of Depr 
of Neurotic Patients Intercorrelated With the A« Predictors and the A-B Clusters 

. W Clink ThiriplitiWlK) DM N^^^ 



ViiMil 



IiW-B22'l 
MPRVS 
MPRVD 
MPRVN 
TOILS 
TOTID 
TOTLN 
SO ID' 
ON 10 
S 11 
0 12 
N 1] 
SOTHR 
OOTHR 
NOTHR 



PkckiI liiipwid 



MPfiMn 



IjtjiNilj!^ m Wia MWVi MPRVC' ywVN ' TOTLS TOflD mH .10^ ON » D N lOTHR DOTHR NOTH» 



m 



43 

.a? 
m 




~r 



■Hi m M m m 
jw J!? J '^M i 



m 

m 

.433 



£9 

.983 

.432 



,161. 
■73? 

1m 

-,051 
711 

Jt 

,178 



,367 


•.117 




2 






,335 


M - 






m 




,263 


i 1 






.197 




1 


M 




^ ■' 


■ 




772 


.160 


,031 


M 


■579 

1 


,064 


771 


,228 


.370. 




,338 


,302 


720 


.195. 


\4i6 


J68 


.234 


-.014, 


m 


■.214. 


-i 




.285 


In 


-.323 


, J48 


^2 


,728 


-:044 


,187 


,532 








WI21 


W.B22 


MPRVS 


.MPRVD 


MPRVN 


TOTIS 


■TOTID 


TOTIN 


SD 


DN 


8 


D 


N 


SOTHR 


DOTHR 


NOTHR 


SXPRSA' 


ir 


,200 


,211 


£6 


-.028 


-.012 


,392 ' 


,077 


-.017 


,048 


,021 




,098 


-.030 


- 


-,132^ ■ 


-,(e2' 


SXPflSS 


11 


,401 ■ 




.m 


,185 


,122 




,254 


,223 


,415: 


,162 


!!5 


,079 


,212 . 




,285 


-,086 


SQUEST 


11 


.m ^ 


m 




,099 


,003 




,245 


-,DJ5 


J04 


,083 


m 


■ ,033 


r,078 


,335 


-,06i 


-.096 


oeusNS 


12 




m 


.250 




,240 




,922 


,442 


703 


,638 


,130 


■B. 


,311, 


,148 


,171 


,145 


OCIVIC 


12 


I24 


i 


.089 ' 




-m 


m' 


^58 


"ia 






,184 ' 




.',192 


,134; 


772 


-,093 


NSOLVE 


13 


.357 


,408 


-.022 


,290^ 


■ B 


,218 




■ w 


•B 


159 


.001 ' 


■,,259 


JOO 


-,179 


io 


m ■ 


NQESTl 


13 


.247 


,274 


.IX 


,217 




,258 


,330 








,185 


,275 


S 


,181 


.100 


.350 


NQEST2 


13 


',272 


,282 


.020 


,23e 


5 


'.236 


' .300 




.214 


,640 


,196 


,131 


■m 


,090 


,097 


.254 



The number ol cases Is 35 except lor MPIIV D which is 34 ind MPRV H which is 32. The correlations ire Peinonitn rl Single underlining Indlcitee thai r Is signlllcinl il t double 
underllninajt .01 Janyolihe variables are rK)lindeDeMloloth<rvv^^^^^ 

loMng:TOUS » SD 4 S.TOTLD > SD 4 DN 4 DJOUN > DN 4 N.Virliblee contained In the triangle n^ed 3 ire indepenileni Intheseneethitthsreirenooverlippingliefns, 



HOSPITALIZED SCHIZOPHRKNICS, DEPRRSSIVRi?: ANp NKUROTIGS 



41 



Clusters have the potential of being scales, 
i.e.» having a common meaning and represent- 
ing a specific; therapist characteristic. Predic- 
tors are probably multidimensional, containing 
several clusters, and indicate what combina- 
tions 6f therapist factors are needed to deal 
with a particular diagnostic group. 

01 particular importance in table 14 is 
triangle 1, showing the intercorrelations 
among the three improvement criteria. The 
correlations are relatively low, only on^ of 
them approaching the .05 level of significance, 
MPBV S and MPRV D at ,334 (.335 needed at 
.05). The relative independence of the three 
criteria permits ]us to hypothesize that items 
related to each of them may stand for differen- 
tials in treatment required for the three 
disorders. The absence of a negative correla- 
tion between MPRV S and MPRV N suggests 
that the functional reversal of the " A-B Scale" 
will not be found in these data. If the functional 
reversal is validvihen the inpatient neurotics 
at the Phipps Clinic must be different from the 
outpatients at the V.A. 

Considering now each variable in table 14, 
they can be defined as follows: 

W'B 23 and W-B 22. W-B 23 is the original 
23-item scale. In fact, this variable consists of 
the original scores for the 35 doctors as com- 
puted by Dr. Betz. In the W-B 22 one item (216, 
"Entertaining Others") is omitted. The other 
22 items are includejl in the PTQ. The correla- 
tion of .964 between the two scales indicates 
that they measure ^Practically the same thing. 

MPRVS. For each doctor, the percent of his 
schizophrenic patients who improved. This 
criterion variable correlates .458 with 23, 
' a respectable correlation but not hi"gh enough 
to assume that the W-B 23 is q satisfactory 
predictor for the 35 doctors. The W-B 23 items 
were deriyed^ from a group of doctors that in- 
cluded many of the 35 doctors analyzed here 
who prescribed no drugs, but it also included 
some female doctors and some who prescribed 

or the 35 doctors, the doctors' "percent of 
schizophrenic patients improved" is not 
significantly correlated,, even at the :10 level, 
with any of the following variables: the percent 
of schizophrenic patients who are process 
schizopbrenics, the percent receiving ECT, the 



percent receiving insulin schock, or the per- 
cent male. ? 

MPRVD. FoT each doctc^, the percent of his 
depressive patients who improved; depressives, 
include both psychotic^, and rieuro^^^^ depres- 
siyes in about equal, proportio This 
criterion, not previous^ iised fo? item analysis, 
is available for 34 of the 35 doctors, 

MPRV N, Similarly for each of 32 doctors, 
the percent of his neurotic patients who im- 
provedf 

TOTL S. (SD -h S) All those items in tables 
10 and U which are predictive of success with 
schizophrenics and which are included in the - 
PTQ. ' ' 

TOTL D. (SD -h DN -h D). All those items in 
tables 10 and 12 which are predictive of suc- 
cess with depressives arid whidh are included 
in the PTQ. 

TOTL N. (DN + N). All those items in tables 
10 and 13 which are predictive of success with 
neurotics *and which are included in the PTQ. 

Triangle 2 shows the intercorrelations 
among these "tota^ predictors" as they are 
presented in ^ the PTQ. As compared with 
Triangle 1, some independence has been lost. 
Certain items significant for 35 doctors had not 
been significant for the '47 and were not includ- 
ed in the PTQ- Scores from these items are 
presented at the extreme right of table 14 
under the headings: S OTHR, D OTHR, and N 
OTHR. Note that the correlations among these 
three are very low. (Lower right-hand corner of 
Triangles). 

Some of the items had been deliberately ex- 
cluded. Very few young peof^e today have ever 
seen "Side-show freaks," and such an item is 
not now meaningful. These various items that 
^re not included are further discussed below 
under S OTHR, D OTHR, and N OTHR. 

Triangle 3 presents the in'tercorrelatibns 
among eight predictors which are: (1) ex- 
haustive in the sense that all predictive iteitt^ 
are in 6ne or another predictor, and (2) indepen- 
dent in measurement in that no item appears in 
more than one predictor. 

SD. This consists of the first six items in 
table 10. It is an important predictor for the 
following reasons: (1) It is the oiily one of the 
predictors that is also a cluster; i.e., the items 
intercorrelate and can be **labeled " The 
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average intercorrelation (gamma) for these 
items id .63. The "label'* is the "rejection by the 
A's of manual and mechanical pursuits." (2) 
This cluster correlates more highly with the 
original W-B 23 thati any other: ,884. In fact, it 
represents the main cluster from the original 
23-item scale. (3) While the origina] 23-item 
predictof* was developed for schizophrenics, 
this cluster is also predictive of success with 
depressives, in fact, the correlation with 
MPRV D (.544) is slightly better than for 
MPRV S (.443). As such it might represent a 
trait which is essential to the treatment of 
psychotics. 

The limitations of SD are two: (11 There are 
other predictors and scales which are better 
predictors of success with schizophrenics and 
with depressions than this one. (2) It is 
multisemantic, i.e., the label we have assigned 
to it— rejecting manual pursuits— has dif- 
ferent meanings for different population 
groups. 

It will be noted that there is no SN predictor. 
There are no items which are predictive of suc- 
cess with both schizophrenics and neurotics. 
One item, **Adjusting difficulties of others" ap- 
proaches significance (.iO for MPRV S and .09 
for MPRV N) but the sign reverses. "Geog- 
raphy" in taWe 33 might also have been includ- 
ed here. It correlates positively with MPRV N 
(.54 at .04) but negatively with MPRV S (-.51 
at .09). Neither of these two items was included 
in the PTQ. 

DN. Four items near the bottom of table 10 
have some predfttive power for MPRV D and 
MPRV N: Actually, three pf them are not very 
strongly related to MPRV D and the resulting 
prjedictor is stronger for neurotics (.548) than 
for depressives (.443). When we try to build 
clusters from the predictors, two of the items 
will go into a cluster for depressives, and two 
into a cluster for neurotics. This DN is not a 
strong predictor; its items might well have 
been distributed in D and N befbw. 

5- All the items in table 11 which are includ- 
ed in the PTQ. These items nught^be regarded 
as schizophrenic-specific. Thi$ is the strongest 
single predictor of success with schizophrenics. 
It contains at least three clusters discussed 
below. 

D. All those items in table 12 that are includ- 
ed in the PTQ. This is the depressive-specific 



predictor and is the best single predictor for 
success with depressives. We shall see that it 
is dominated by a single cluster. 
: iV. All those items in table 13 which are in- 
cluded in the PTQ. This is the neurotic-specific 
predictor. It contains at least three clusters. 

All of the above predictors, from TOTL S to 
N, are built from items included in the PTQ and 
are designed for the analysis. It is important to 
look also at those items not included in the 
PTQ to see what might be missing. These 
items omitted are contained in S OTHR, D 
OTHR, and N OTHR. 

S ONIR. All those items in table 10 and 11, 
significant at .05 or better with the "percent pf 
schizonjirenics improved," and not included iii 
the PjTQ. This predictor correlates .42 with SD 
and .7Q with S. Most of its items belong in one 
place or the other. Specifically, by their cor- 
relations, items 13 and 162 belong in SD. Items 
150, 170, and 225 belong in S. This is not to say 
that nothing was lost by omitting them; their 
inclusion would probably increase the reliabili- 
ty of the other scales substantially. It is to say 
that there appears to be little' new content in S 
OTHR. 

D OTHR By contrast, D OTHR does seem to 
contain new material. Of the items in tables 10 
and 12, significant at .05 or better with the 
"percent of depressives improved," and omit- 
ted from the PTQ, there are only three that 
clearly belong in D. These items are 29, 42; and 
197. It can be seen in table 14 that D OTHR cor- 
relates only .395 with D. There clearly is 
something in D OTHR not covered by other 
predictors, , 

Item 260, Side-show freaks, is pf interest 
because of a remark thai Dr. Whitehorn made 
on one occasion. When I asked him for his 
clinical impressions he stated that a doctor 
who was successful with depressives was rare- 
ly on "odd ball." Rather he was conservative 
person. There was hp suggestion that he was 
conservative politically or socially, only in his 
person. /'Side-show freaks" is of course a badly 
dated item. Perhaps in some future study of 
success with depressives, someone will con- 
struct a ^ew scale of personal conservatism. 

Three other items are of interest. These doc- 
tors who are successful with depressives say 
they like Civics <#109). dislike J. P. Morgan, 
financier (#306), and they would prefer to Work 
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in a large corporatioil rather than work for 
themselves ^338). THeae items are discussed 
under DCIVIC bel^^ . 

N OTHS. Most of .the items correlate with 
other predictors or clusters. Specifically, items 
303 and 310 correlate with NQESTl below, 
item 240 with DN above. 171, '350, and 390 with 
NSOLVE below. 

A'B Predictors and A-B Scales. All of the 
above, with one exception, are A-B predic- 
tors,— collections of items that are correlated 
with a common criterion, but not necessarily 
correlated w:ith each other as one mi^rht expect 
if they constituted genuine scales. The one ex- 
ception is SD. Here the average intercorrela- 
tibn of items is .63; moreover, these items have 
a conimon frame of- reference, the rejection of 
'mantial and mechanical pursuits, as in the 
original W-B 23. We have seen, though, that 
this re;pDction does not have a common meaning 
. across diffcJrent groups. When SD is substi- 
.^uted for W&22 in table 9, the table is changed 
very Uttle. 

It is our task now to try to extract from the 
predictors what we can in the way of clusters. 
For present purposes we will accept a collec- 
tion of items as a cluster if the items are ap^ 
propriately intercorrelated even though we 
are unable to say at this time what the common 
meaning of the items might be. It remains for - 
the analysis of the PTQ to suggest possible 
meanings for sonie of these clusters. In addi- 
tion to SD, there are eight clusters in the? lower 
part of table 14. Most of them are either 
multisemantic or their meaning is entirely am- 
biguous. For only a few can we guess at the 
meaning. If we can be reasonably sure of the 
meaning we will call it a scale. 

The intercorrelations of the eight clusters 
are presented in table 15. Considering that the 
items are derived from three criteria, the- 
clusters are suprisingly independent of each 
other. Tfiis is consistent with a hypothesis that 
a number of different traits are to be found 
among successful therapists. 

SXPRSA. "Seal* predicting success with- 
schizophrenics the items of which appear to 
have something to do with active social expresr 
jjion." The three items can be seen in table 11. 
The intercorrelation among these items in .51. 
Social expression here is both active and in- ' 
volved in contrast with that of somatically 
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oriented doctors shown in table 63 which is 
more casiML 

I SXPRSS. "Scale predicting success with 
Schizophrenics the items of which appear to 
have something to do with social expression, 
not necessarily active " The Ityr items shown 
in table 11 have an intercorrelation of .50. Item 
367, accept just criticism without getting sore, 
actually correlates as well with SXPRS A as it 
does with SXPRSS and could hav^e been in- 
cluded in either scale. 

SQUEST. "Cluster predicting^ success with 
schizophrenics the meaning of which is ques- 
tionable.** The three items shown instable 11 
appear to have no common meaning although 
the average intercorrelation is .74. We look to 
the PTQ to help with this scale. SQIJEST does 
not correlate at all with SXPRS A and only 
moderately with SXPRSS. However, it ca;n be 
seen in table 14 that it does correlate .504 with 

sp. . 

We turn now to the scales for depressives, 
where SD is also relevant. 

DBUSNS, "Cluster predicting success with 
depres^ves the items of which appear to relate 
to disliking business pursuits." The XI items 
are shown in tables 10 and 12. Tfieir average in- 
tercorrelation is .51. This cluster dominated all 
th^ D predictors. -Although it correlates with 
SD .703, it is not significantly related to suc- 
cess with schizophrenics. This cluster is 
multisemantic, like SD. We can look to the PTQ 
for ideas about its meaning. 

DCIVIC "Scale predicting success with 
depressives the items of which may relate to 
social concern.** The doctors who are successful 
with depressives say they like Civics (#109), 
^ dislike J. P. Morgan, financier (#306), and they 
would prefer to work in a large corporation 
rather than work for themselves (#338). While 
the meaning of such a scale is problematic, it 
seems iikely that psychiatric residents, viri- 
tiige 1945-1958, learned in civics that J. P. 
Morgan was one of a gr^'oup of monopolistic 
financiers whose business philosophy was ex- 
pressed by Vanderbilt: The Public be damned. 

These three items could possibly be , held 
together by a philosophy that "no man is an 
island,** a rejection of "rugged individualism.** 
Note that the doctors* rejection of J. P.,Morgan 
is riot correlated with DBUSNS. This is an en- 
tirely different dimension. 
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EXPLORING ITIE PSYCHO-SOCfAL THERAPIES 

Table 15.— Jntercorrelation of the A-B Clusters 

(35 boctdre Who Did Not Prescribe Drugs 
for Any of Their Schizophrenic Patients) 
(Pearsonian r's) 



VMnlMDUC 






SUUcST 


nDi lo bio - 
DBUSNS 


^ ^ ; 

DCIVIC NSOLVE NQUEST1 


SXPRSS 


■384 




• 






$QUEST . 


.050 


.341 






•\ . 


DBUSNS 


.149 


.074 


.062 






DCIVIC 


.082 


.309 


.021 


.109 . 




NSOLVE - 


-.120 


.120. 


.036 


.403 


.093 '; 


NQUEST1 


.177 


.269 


—.129 


.261 


.161 .293 


NQUEST2 


.010 


.397 


.146 


.115 


.031 , .308 . .246 



For correlations vyith Sd, see bottom part of table 14. 



None of these DCIVIC items are included in 
^/ the PTQ. Nor does the PTQ contain a scale for 
social concern. One item contained in the PTQ, 
"Labor Arbitrator" in table 12, is cleai:ly a 
businesis-related occupation: However, far 
from rejecting this item as they do other 
business pursuits, doctors who are successful 
with depressives show a preference for it. The 
period 1945-1958 was a period of considerable 
labor-management strife. It is therefore 
reasonable that this item should correlate with 
DCIVIC, if indeed DCIVIC represents a broad 
social concern. In fact, "Labor Arbitrator" cor- 
relates as well with the three items in DCIVIC 
as they do with each other. Unfortunately,. the 
intercorrelation is not^high, .40: 

We turn nosv to the three clusters predictive 
of success with inpatient neurotics: 

NSOLVE. "Scale predictive of success with 
inpatient neurotics and which appears io be 
related to rejefetion of problem solving." The" 
seven items are presented in table 13. Their 
average intercorrelation is .46. If "sleight-of- 
hand tricks" were , left out, the average inter- 
correlation would be .50. 
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NQESTL The three items are shown in table 
13. The average intercorrelation is only .44. 
The best intercorrelation is between liking 
literature and not wanting to be a cashier (.75). 
The meaning of this cluster will be considered 
in chapter table 45). \ 

NQE$T2: The average intercorrelation 
among these three items is .69. The doctors 
successful with neurotics are "indifferent" 
rather than "liking" foreigners and athletic 
men. They like people^ who talk slowly (s^e 
tables^O and 13). The possible meaning of such 
a collection of items is certainly problematic. 

Accordingly, for further analyses in the 
PTQ, there are six predictors: TOTL S, TOTL 
D, TOTL N, for the total drug-free relation- 
ships, with schizophrenic, depressive and 
neurotic patients, and S, D, and N, represent- 
ing that portion of each relationship which is 
specific to that diagnosis. SD, a predictor for 
both .schizophrenic and depressive pa'tients 
happens also to have cluster properties. DN is 
a very weak predictor for both {Repressive and 
neurotic patients. No items were found, that 
predpt success with both schizophrenic and 
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neurotic patients, suggesting a considerable 
differentiation between these diagnoses. 

Within the predictors^ there are clusters, the 
it^ms of which are intercorrelated. Until we 
can assign a meaning to a cluster » it is not prop- 
erly a scale. 0f the clusters, there are three 
which have a probable meaning for personality 
and might be called personality scales: SX- 
PRSA, SXPRSS, AND NSOLVE. There are 
two^that can be labeled, but their personality 
implications are unclear: SD and DPUSNS. 
Finally, there are three that are complete 
enigmas: SQUEST. NQESTl, and NQEST2. 
The PTQ correlates will provide Some hints 
about some df them. 

Next we^ill consider these PTQ correia^tes 
of the drug'free relationships. After that we 
will return to further analyses of the Phipps 
data for those doctors who 'prescribed drugs 
for their schizophrenic patients. 



PTQ Correlates for the Drug-Free 
Relationships 

How do these A-B predictors and clusterg 
correlate with the more manifest personality 
scales that are 'included in the PTQ? The 
research processes are presented schematical- 

. ly in figure 1. The symbols and arrows on the 
left side represent the analyses of the Phipps 

r data where A-B predictors, clusters, and a few 
personality scales are derived^ directly from 
the criterion, of success. Unfortunately, most of 
the predictors and clusters so derived are not 
meaningful. We now seek their meaning by in- 
> eluding them in another instrument which also 
includes a number of manifest personality (MP) 
scales, and determining th^' correlations 
represented by Xz* hoping, thus to be able to 
make meaningful clinical interpretations. We 

'. w:ill call this "chaining correlations," or "cor- 
relates of correlates/* 

It is obvious from the figure that the correla- 
tions we really seek are those represented by 
r, on the diagonal. Given n and rj, what can we 



say about rs? Suppose ri were ,60 and ra were 
^40, what might be the value of ra? Statistically, 
and theoretically, it could be arlything from 
— l.do through zero to + 1,00, Some relevant 
data are presented in appendix 5^ 

The point is that the "correlates of cor- 
relates** presented here are hunches, useful 
hunches, but of lesser predictive validity than 
the correlates of the, original criteria. We shall 
see that certain observed patterns, of correla- 
tions are very difficult to explain on the basiis 
of chance, quite aside from statistical tests of 
significance. But our inter^t is in patterns 
rather than in specific correlations. 

The PTQ correlates are shown in table 16. 
Two f}t the PTQ scales are hot shown since 
they have no significant corrflates with any of 
the AB predictors and scales (Fervor aij^ Life 
Satisfaction). It we count all the possible inter- 
correlations, excluding WB 22, we find that 
almost a quarter of them are significant at the 
.05 level- 

Thig table is computed^from data for the 46 
no72 hospital psychiatrists and residents. 
Similar data for 43 hospital psychiatrists and 
residents is presented in table 58, -appendix 7. 
In that table less than a tenth of the correla-^ 
?tions are signifi^nt. In the two tables, if we 
consider only the ' five predictors that are 
measured independently, the percentages sig- 
nificant are 27 percent and 8 percent respec- 
tively. This is consistent with our assumption 
that the drug- free predictors are more ap- 
propriate for Tzonhospital therapists than for 
hospital therapists. 

In table 16, the patterns suggest that some 
therapist traits are more general than others. 
One or two seem to be correlated with all three 
diagnostic areas, others only for the schizo- 
phrenias and depressions. Still others seem to 
apply only to a jingle diagnostic group, and in 
the case of the schizophrenias only tp certain 
predictors for that diagnostic group. The cor- 
relates of S are Very different from those of 
SD. Further interpretation of tfiis table is con- 
sidered in Chapter VI, Clinical Interpretation. 

Let us return now to the Phipps Clinic data 
for those , doctors who prescribed drugs for 
their schizophrenic patients. 



ERIC 



.46 



EXPLORING THES PSYCHO-SOGIAL THERAPIES 



Figure 1 

SCHEMATIC DIAGRAM - CRITERION VS. CORRELATIONAL STUDIES 

Criterion * 
Subjects " * 

at Time Period 1 



(Percent of Patients Improved) 

4\ 



\ 



\ 



\ 




\ 



Other Subjects 
at Time Period 2 



CUnical interpretation 




The Phipps Data — Psychotherapy Plus 
Drugs for Schizophrenics 

We noted above that, if drugs change the 
behavior of schizophrenics, then Jthey change 
the . therapeutic relationship, and presumably 
thereby the therapist traits essential to sue- 

^ cesSi ^Beyond the change in the patient, drugs 
may imply a change in the therapist^ namely 

; that therapists who prefer to use drugs may be 
different froni those who prefer psycho-social 




treatment. To this issue we have already given 
some attention. Appendix 8 provides support 
for the studies of Hollingshead and Redlich and 
others, that, indeed, the two types of doctors 
are different. ^ 

Of the 17 therapists at Phipps who finished 
their residencies in 1959 or later, there are 12 
who prescribed drugs for half or more of their 
schisophrenic patients. We will assume that 
these 12 are soma1;ically oriented: We now ask 
the question: what SVIB iteips are correlated 
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EXPLORING THE PSYCHO-SOCIAD THERAPIES 



Table 17.— SVIB Items Correlated With Doctor's Percent 



cent Improvement In 
Schizophrenic Patients for Whom They PrescnBed Drugs ' 

(12 male doctors who ondod their rasldencras in 1959 or later and who 
proscribed drugs for half or more off their schlzophrahic patianta) 



Item' flumber 



SVIB PTQ 


'^Item 


Gamma 


P 


12 




Auto racer 


■ t 


.68 ' 


.03 


OA 




CivJI enaineer - * * 






.03 


44 


3-38 


Interpreter 


ABDRUG - 


.78' 


.03 


.48 


3-40 


Laboir Arbitrator ^^.^ * ' 


ABORUG 


.77 . 


.04 


104 




Art ■ • - ^ . . , 




— •72 


-.05 


t 




Chess 






.04 


195 




Arguments 




el 


.02 


278 




Men who use perfume 




•OO 


.02 


306 




J. -P. Morgan, financier 




.76* 


.02 


327 




Repair auto vs. drive auto (A) ^ 




—.92 


.04 


328 




Develop plans vs. execute plans (A) ^ - 




—.94 


.01 


342 




Outside work vs. inside work (A) 


■ \ 


—.77 * 


.0*1 


352 


3-28 


Nights at home vs. nights away (B) . 


ARnRIJf^ 
r\ D LJ t\vJ\Ji ■■ 


.09 ■. 


.05 


353 


2-35 


Reading a book vs. movies (B) ^ 


ABDRUG 


* -77 


.02 


Between the .05 and the .10 level: 








4 




Army officer 




.65 


.08 


20 




Cartoonist 






.07 


125. 




Nature study ^ 




—.70 


.10 


148 


3-61 


Solving mechanical puzzles 




—.54 


.10 


180 




••Populiar Mechanics" 




—.55 


.09 


1^ 




Operating machinery 




—.57 


.09 


202 




Teaqhing children 




' .68 


.09 


206 




Meeting and directing people 


\ ' 


—.71 


.08 


216 




Entertaining others** . 




—.70 


.10 


261 




People with gold teeth 

• ■ • * . . . ■ ■'" ■ 




.64 


.06 


302 




Enrico CarusiO, singer ' .'^ f 




— .56 


.09 


334 


3-26 


Taking 6i chance vs. playing safe (B) . 


ABDRUG 


.61 


•MO 


340 


3-10 


^Small pay/ large opportunities vs. 






.07 






gpod pay, little oppoi^tunity (B) 


ABDRUG 


.96 


357 




Fat men vs. thin men (B) * 




.71 


.06 


358 




Tall rtien vs. short men (A) 




— .66 


08 


368 


1-22 


Have mechanical ingenuity (inventiveness)** 




T-.55 


.09 


384 




Show firmness without being easy 




.65 


.09 


393 




Usually make excuses vs. never (A) 




—.96 


.07 



* The sign of this Item is reversed from that found In previous analyses. 
** Original 23 Items. 

(A) The A's prefer the second choice. * 
. (B) The B*s prefer the second choice. 
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with 0eir aucceaiB with those fttiietits for 
iuhom drugs' were jpreacrib^df The perbettt of 
patients improvefT varies from 67 percent, tb ^ 
100 percentt with aft c^iaverage of ^80 percent. 
Table 17 presents the items, that are 
discriminated by this criterion. 

There are at leas^four empirical clusters in 
table 17» some of which do not seem to make^ 
mi)ch sense. The empirical clusters are:.(l) 44, 
340, 353? (2) 12. 104. 278, 328; (3) 24, 144, 261; (4) 
48. 196,342. 

Jilf Rierdan has studied these clusters. She 
notes that the first cluster— interpreter, op- 
poKunity for advancement, and reading v?. 
mpvies-— all involve activity. She also observes 
that the items in. the fourth cluster— labor ar- 
bitrator, arguinents, and^inside work— involve 
reasoning! She suggests that the A therapist is 
diuch ^more concerned with reodontnsr *than 
with solving {personal communication). The in- 
sight would be consistent with the inference 
from table 16 that the A therapist has a low 
need for closure. 

Only six of the items in table 17 significant at 
.07 or less were included in the P.TQV However, 
if we computf a scpr^ for these six items and 
coln^elate it with a- score computed from all 
items significant at .05^ theVesulting r is .93. In 
other words', the /six items in the PTQ yety 
closely reproduce the total score, and we can 
expect that the PTQ will give us some idea 
what table 17 represents. These six items are 
labeled ABDRUG and this predictor for the 
drug-associated relationship is roughly com- 
parable to TO TIL S in the drug:free relation- 



It should be noted that while one of the six 
ABDRUG items also predicted success with 
schizophrenics in the drug-free relationship, it 
is now reversed in sign. Successful therapists 
in the drug-free relationship preferred "nights 
away" t6 Vnightsr at. home." Successful 
therapists in the drug-associated relationship 
prefer. **nights at honie." We cannot help 
wondering whether **nights at home" means 
the^same thing to the two groups. Could one of 
these groups look to nights at home as nights 
alohe» while the other is thinking of entertain- 
ing people at home? 

We have; no data^or thf therapists' ;use of 
drugs with their depressive and their neurotic 
patients. Moreover, during this period, the con- 



cern of Whitehorn and Betz that nearly all such 
patients improve is valid. Almost ^1 doctors 
have a 100 percent improvement rate with 
their neurotic and depressive patients* In 
order to study their success, we need anothcur 
criterionitof success. (Such a criterion is un- 
doubtedly available inp the Phipps Clinic data. 
See page 16.) 

Considering only the schizophrenioj^atients, 
what are the interrelationships among the >r 
Criteria and the predictors in the drug-free and 
^ the drug-related therapeutic relationships? 
Table 18 attempts to relate the various criteria 
and predittors. A new variable is introduced: 
^ among the somatic therapists, the peijcent im- 
proved ojf schizophrenic patients for whom no 
drugs were prescribed. This^ is the therapists* 
success in the drug- free relationship to be com- 
pared with their success^in the drug-associated 
relationship. In order to compute this figure, it 
was necessairy io relax one of pr. Stephens' 
standards, for "percent improved." For all 
other percents, there must have been at least 
four patients; this one is computed if there are 
at least two patients. Two of the doctors do not 
have even two drug-free patients so we have 
this measure for only 10 qf the 12 doct^^s. 

Note that these 10 doctorsV suc^SsVi^ 
their no-drug patients does nbt correlate LlSL 
with their success with their drug patients. 
Note that ABDRUG does reasonably repro- 
duce the ^percent-improved criterion from * 
which it was drawn (,84) but does not correlate 
strongly with the nd^drug percent improved 
(.39). The drug predictor does not work for 
their no-drug patients. Do the no-drug predic- \ 
tors work for these patients? \ " 

If we compute for these drug-prescribing y ' 
therapists their scores on the A-B predictors 
derived frpl^ the analyses bf the 35 doctors in 
the tlrug-frefe/ f elationship, we can test how 
those predictors work for both the drug- 
associated relationship and the druglfree rela- 
tionship among drug-prescribing therapists. In 
the first column of table 18 it can be seen that 
some of the no-drug predictors also predict suc- 
cess for the no-drug patients of th^se- drug- 
prescribing therapists. This replication is of 
some interest. Note that SXPRSA is a 
anif est scale; its meaning is reasonably 
evident. 

On the other hand, WB 23 and SD are 
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EXPliTftlNd TliE PSYCHO-SOCIAL THEnJ^ 
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Table 18.'^lntorrei«ijllon of Criteria and A^B Predictors 
for Therepiets Who Prescribed Drugs! / i 

■ . (PMrsonlan r*s) V ' 



'•^■'■4.. 



% of Schizophrenic 
Patients Jmproved 



Variabie 




No Drugs 




; Drugs 


f- % of schizophrenics Improved: 








- .— — ^ 










Patients with no drugs 




1.00 






- Patients on drugs 


. ' t 


.13 




1.00 


• ABD.RUG (Drug-Associated Predictor) 




.39 ' 






the Drug-"Free Predictocs:- 






P- 

, 


■ ■ 0 


TOTLS ' 




.54 




\ .42 


-» SD 




.13 




.31 , 


s •" ■ ■ ' 




.76 




.39 


SXPRSA 




.62 




.30 


SXPRSS ■ . 




.23 




— .03 


SQUEST 




.47, 




.19 


S OTHR 




— .35 ' 


> 


.32 


WrB 23 








^ .24- 



M 2 male therapists who ended th^ir residencies in 1959 or later and who prescribed drugs for half or more of their 
schizophrenic patients, except that2 prejscribed drugs for all or nearly all of 'their schizophrenic patient^t leaving only 
10 therapists for the no-drug critei'ion. 

Single underlining indicates r is significant tpeyohd the .05, double underlining beyond the 101 level (twdftail test.) . 



ihultisemantic; they change their meanings as 
we pass from hospital to nonhospital psychia- ^ 
trists. In table l4 we f (^und that, while WB-23 is 
domiiAted by a subscale,! SD, neither of these 
cbrreiate well with SXPRSA. The failure of 
WB-23 and SD in table, 18 could be due to their 
V multisemantjU: nature, i.e., ' the therapists 
prescribing drugs are different. 

In the next section we shall see that some 
correlates of WB 23 hndotSD ai'e similar to 
some correlates of the drug-associated predic- 
tori ABDRUG, thus giVing som^ support to the 
idea that it is the multis^mant^ nature of the 
"A-B Scale" wJiicK destroys its predictive 
powei:jyhendru^sare prescribed. But some of 
the correlates are different. Moreover, 
SXPRSA, a manifest^scale, falls short also' of a v 
significant relationship when dru^s are 
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prescribed, even though the therapists ar^the ' 
same (table 18). Thus the datar suggests that 
some therapeutic requirements' of schizo- 
phrenics may roQiain constant when drugs are 
prescribed while others do not. This^is dis-* 
cussrisd, further on pages 51 and 161. . 

For now it is sufficient to conclude tHat (a) 
the three^item predictor, SXPRSA, is f epli^ 
cated in the no-driig Vtya^n, and (b) WB^23 
and SD fail to predict in the dnig situation* The 
latter two appear not to be relevant for 
sonniatically oriented therapists, or in settings 
wherej^rugs are a major aspect of therapy. 

These findings explain some anomalies in 
the literature. Stephens' and Astrup (1965) us- 
ing Phipps Clinic data, found no relation be - 
' tween therapists' "A-B Score" and pi^tient but- 
come. Most of the patients in\ their. stu4y 
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received drugs. Similarly^ studies in settings 
where drugs are used Extensively have tended 
to show null findings or reversals (e.g.. Draper, 
1967; May. 1968; Bowden et al.. 1972). 

PTQ Correlates When Drugs Are 
Prescribed for Schizophrenics 

The predictor MBDitC/G, consists of the six 
items included in the PTQ which are correlated 
with the therapists* Success with schizo- 
phrenics when drugs are prescribed. Since 
these six items together correlate .93 with the 
score of all such predictive items, it may be 
useful to study the PTQ correlates of ^ 
ABDRUG. These correlates are show^i in the 
first two columns of table 19. The first column 
is for hospital psychiatrists and residents, 
presumably those who would be prescribing 
drugs. The second column is for the hon- 
hospital psychiatrists and residents. As be- 
tween these two columns there are more 
significant correlations for the presumably ap- 
propriate group than for the presumably inap- 
propriate group. 

The last two columns show the correlates of 
the drug-free predictoir, TOTL S, again for 
hospital and nonhospita) psychiatrists and 
residents. And again the number of significant 
correlatioBS tends to confirm the appro- 
priateness of the group for the TOTL S predic- 
tor. (Column 3 is from table 58 in appendix 7. 
Column 4 is froni table 16 aBoveJ 

.Table 19 w^3 sufficiently stunning that I 
found it difficult to believe. I have therefore 
checked it over a number of times. Here we 
have two multisemantic predictors, with only 
one SVIB item in common, and that item 
reversed in sign. When these predictors are ap- 
plied to presumably appropriate* but different 
groups of therapists, they generate some com- 
mon correlates (column 1 compared with 
column 4). 



We have already noted that there is no 
assurance that *' chaining** correlations wiU^ 
give dependable conclusions. Such findings lire 
much in need of replicatioK. But the similar 
coefficients in table 19 constitute a replication 
of themselves. 

One might ask whether the similarity of (col- 
umns 1 and 4 simply reflects-the fact that some 
of the original Phipps residents from whom the 
plredictors are derived ate included in the pres- 
ent data. It is important to understand that 
Phipps graduates included in table 19 are 
classified according to their present settings, 
not according to their original drug-prescrib- 
ing behavior. After all, most of the 35 doctors 
who did not prescribe drugs at Phipps did not 
have the option; there, were no drugs. Further, 
it will be recalled that among the Phipps doc- 
tors who prescribed drugs for half or more of 
their schizophrenic patients* only a few re- 
turned the PTQ. The distribution of PTQ re- 
spondents shown in table 20 reveals that the 
Phipps therapists are' not distributed in table 
19 according to their ^classification in the 
original analyses, and therefore cannot account 
for the similarity of columns 1 and 4 in table 19. 
Assuming that the similarity of columns 1 
* and 4 is not an artifact, 'and I can find no 
evidence that it is, the findings suggest that, 
regardless of whether drugs are prescribed, 
therapists who ate effective with schizo- 
phrenics have a low need for closure (tolerance 
of complexity), are tolerant of ambivalence, 
anSTof regression. All of this suggests that they 
are^tolerant of schizophrenic behavior. In addi- 
tion they are interested in other people's feel- 
ings and they prefer to make their o>yn deci- 
sions. These findings are consistent with the 
^rlier findings of Whitehorn and Betz that the 
A therapist actively participates with and tries 
to understand his patient rather than concen- 
trating on the reduction of symptoms (see 
page 16 above).' 



^ EXPLORING THE PSYCHO-SOiClAL THERAPIES 

table 19.— Personality Correlates of Two A-B Predictors for Schizophrenics 
' Among Nonhospltal and Hospital Psychiatrists 

' , (Poarsonlan r'$) 



ABDRUG TOILS' 
(Drug-associated) (Drug-frM) 



< 


PTQ Personality Seals and 
Appendix 4 Tabte Number 


Hospitai 


Non- 
hosiltal 


Hospital 


Noh- 
hospital 


31 


Need for Closure 


—.49 


—.18 


—.07 


—.41 


' 32 


Regression in the Service' of the Ego 


:33' 


, .17 


—.10 


.41 


33 


If 

Empathic Interest 


■43 


.19 


--.18 


.33 


34 


Work Ethic ^ ^ 


.18 


—.03 


—.05 


—.41 














35 


Need for Order 


.11 


—.19 


02 . 


—.41 


36 


Tolerarice of the Unrealistic Experience 


.14 


' 0 


—.24 


.32 


37 


Tolerance of Ambivalence 


.32 


—.10 


—.08 


\29 


38 


Preference for Decision Making 


.46 


.26 


.17 


:3o 


dllKHIgh Standard? 


—.06 


.07 


.20 


.32 


40 


Remorse • 


—.05 


—.11 


.02 


— .5f7 


41 


Antidemocratic 


—.06 


—.17 


: .11 


—.15 


42 


Individualism 


.29 


.31 


—.14 


.13 


43 


Deference Anxiety « 


.24 


.14 


.09 


.17 


44 


Nurturance AYixlety 


.05 


—.02 


.04 


.22 


45 


Science ^ 


.04 


.18 


,20 


—.08 


46 


Preference for lnteU§ctual Challenge 


.33 


.30 


0 


—.03 


47 


Extroversion ' 


.22' 


.28 


.35 


.23 




Numtser of cases 


43 't 


46 


43 


46 



Single underlining Indicates that the correlation is significantly different frpm zero at the .05 level, two-tall; double 
underlining, .01 level, m 
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Table 20.— PTQ Respondents, Hospital and Nonhospltal 



Group 



Formdr Phipps Clinic Residents: 

Of the 35 who prescribed no drugs for 
any of their schizophrenic patients 
"tcriterion group for TOT/. S) . 

Of the 12 who'completed their residencies 
In 1959 or iater and who prescribed drugs 
for half or more of their schizophrenic 
patients (criterion group ior ABDRUG) 

Other psychiatrists and psychiatric residents 



43 
Hospital 



10 



2 
31 



63 



46 

Nonhospltal 



13 



1 

32 



ERIC 



Chapter V 

The Third Study— Juvenile 

■ • 

James K. Dent and George A* Furse 




The opportunity to do research in the 
Loysville (Pa.) Youth Development Center 
opened new vistas, including the possibility of ' 
a self-contained study yielding more direct in- 
terpretation than is possible for **correlates-of- 
correlates" analyses. Although this study in- \ 
volved processing a large amount of data, it 
should be regarded as a pilot study because of 
the experimental nature of the methods 
employed. 

The study had the following general pur- 
poses: 

(1) Defveloping methods of measuring theror 
peutic influence in a milieu setting, 

(2) Exploring characteristics of therapists 
who are effective with the personality 
disorders^ thus extending the range of 
disorders investigated. 

(3) Replicating findings for institutionalized 
neurotics. 

Among juvenile delinquents there is usually a 
sizeable mii^ortty labeled neurotic. While it 
was recognized that these neurotics may well 
be different from the Phipps Cljnic neurotics, 
still the possiblity of replication was carefully 
considered and planned. At the same time it 
was recognized that methods would have to be 
very different in a setting like Loysville. 
Therefore, the primary objective was develop- 
ing methods for a milieu setting. Secondarily, 
we hoped to extend this research area to the 
personality disorders* Finally, replication of 
earlier findings for neurotics was hoped for, 
but hardly expected. 

The Loysville Youth 
' Development Center 

The Loysville Y.D.C. is loci^ted in what had 
^ ^ originally Been established as an orphanage for 



the children of Civil War casualties. In 1964 the 
property was acquiried by the Commonwealth 
of Pennsylvania and the first youths were ad* 
mitted in that year. There are six cottages* the 
youths being assigned by age, except that in 
recent years one of the cottages has been a 
diagnostic center. Here youths of all agies may 
stay up to 60 days, most of them being return- 
ed to. the courts for further disposition. 

Each cottage has a supervisor and six staff 
members, of which three or four are counselors 
and the remainder, house parents. The **organ- 
izational level" of the 51 helpers" in this study 
ranges as follows: 

House I'arent 1 (2) 
House Parent 2 (S) 
House Parent 3i8) 
Counselor Trainee (2) 
Counselor I (22) 
Counselor H (10) 
Director (4) 

Only those directors who have significant con- 
tact with youths are included* Most of the 
helpers had no college education; However, 
most of them .had had years of experience with 
delinquent boys. ' 

Youths, ages 12 to 17 inclusive, are assigned 
to the Center at the discretion, of the county 
courts, and the various judges do not use 
uniform criteria for this purpose. There has 
always been a long waiting list. The 
characteristics of the Center determine in 
part, its clientele. There is no fence. The 
Center is located in a beautiful countryside, as 
beautiful as can be found anywhere. It has a 
modern swimming pool. And the staff work 
very hard to make the program attractive as 
well as rehabilitative. 

Director John R. Williams chuckles when he 
says: '7 ask them, if they are planning to leave. 
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that they please stop by myWme the way 
out and let me kpow they are going. 

The clientele, therefore, include a dispropor- 
tionately greater number of mild cases than 
would be found in some institutions for delin* 
quents. Still* the possibility of being sent to 
another institutioUt not so attractive, must 
serve to restrain," since there are a number of 
severely disturbed and disordered youths. The 
following is from a report of a survey of county 
probation officers conducted by Loysville: 

In general, the boy committed to Loysville is 
better labeled dependent-neglected rather than 
delinquent. Overall, the students' problems are 
centered in the home situation which accom- 
panying school problems and the boy is seen by 
probation officers as having the potential to be 
4 helped. Instead of severe delinquency there are 
emotional problems. For the most part, the ^ 
youngster tends to be younger than those 
placed in other institutions and, many times, is 
in need of long-term Service. When asked for the 
general characteristics of those boys whose 
. placement at Loysville was felt to be successful, 
the above, with minor alterations was brought 
out. Loysville was felt to have its most success 
with the less sophisticated, less agressive delin- 
quent, having minor emotional problems, and 
possessing* a relative degree of immaturity. The 
youngster is pliable, passive, suggestible and 
has the potential to develop relationships. On 
the other hand, boys whose placement was felt 
to be unsuccessful could be placed at the other 
end of the scale. This youngster was seen as 
being an aggressive, sophisticated, hard-core 
delinquent with a poor attitude. Character dis- 
orderSt security risks and boys with prior insti- 
tutional experience were also seen as doing 
poorly in the program at LoysviUe. (Erikson, 
niimeo) 

It is quite likely, of course, that the, hard-core 
delinquent is seen as doing poorly in the pro- 
grams of all kinds of institutions. Nevertheless, 
it is clear that, while there is a range of 
severities at Loysville, the problems are not so 
severe on the average as at other institutions. 



Study Design 

It is not possible to review here the immense 
amount of research that has been done, on the 
diagnosis and trieatment of juvenile delinquen- 
cy, Still, some description of the state of the art 
is necessary as a setting for pur own work. 
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It has been generally recognizeji for decades 
that "juvenile delinquency'* is a rubric or 
chapter heading rather than a classification, 
amd that within the rubric are a wide variety of 
^problems, maladaptations, and/or disorders. 
There is now a large amount of excellent em- 
pirical work attempting to subdivide "delin- 
quency." Most of it involves the empirical 
clustering of specific problem behaviors. Some 
studies also include in the clusters certain fac- 
tors that are considered to have significance as 
causes of delinquency (e.g., loss of a parent)* 
Some of the work also rests on theoretical con- 
'sideration, for example, the "maturity iB^Vels" 
of Marguerite Warren (1966). Other significant 
analyses are those of Jenkins and Hewitt 
(1944), Jenkins (1964), and Quay and Parsons 
(1971). ' 

These various studies do not yield identical 
diagnostic groups. The number of groups 
ranges from three to nine. A study by 
Kobayashi, Mizushima, and Shinohara (1967) il- 
lustrates the hierarchial and overlapping 
nature of the empirical clusters ot problem 
behaviors. But in these various studies the 
following groups tend to be found again and 
again: 

\l) the situational delinquent (not, found in 
some institutions that deal only with 
severe problems) 

(2) the cultural identifier, socialized to a 
subculture 

(3) the neurotic 

(4) the conformist 

(5) the manipulator or sociopath 

(6) the asocial 

For the present research we chose to use such 
a schema, one promulgated by the Com- 
monwealth of Pennsylvania Juvenile Court 
Judges' Commission (see appendix 10). 

Not only has there been coinsi'derable work 
in diagnosis, there has also been considerable 
attention to differential treatment and the 
matching of youths and "helpers." Much of this 
work appears t^to-: depend upon professional 
judgment (e.g., Gerard, 1969; Palmer, 1967). 
One study compares outcomes for different 
types of offenders in different types of settings 
(Warren, 1969). There are two studies where 
youths were matched with helpers on a priori 
grounds and compared with youths randomly 
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assic ned (Palmer, 1973; Ingram, 1970). In both 
cases, the matched group showed a better out- 
come. We could find no studies aimed at find- 
ing what characteristics of helpers are desir- 
able in the treatment of particular kinds of of- 
fenders. The present study, then, modeled as it 
is on the Whitehorn-Betz approach, appears to 
• be breaking new ground in delinquency. 

In summary, our study design required a 
diagnosis for each youth, a measure of im- 
provement, and the personality characteristics 
of his helpers). The phrase, "of helpers)," 
conceals an enormous problem. In a setting 
where a group of clients is exposed to a^roup 
of helpers, how does one know who helped 
whom? We^ tui:n now to the problem of 
therapeutic influence in a milieu setting. 



The Problem of Therapeutic Influenc;e 
in a Milieu Setting 



In any setting where two or more helpers 
mingle with two or more clients there is a prob- 
lem in -assessing which personality affected 
-'Which outcdtpe. The problem is more conrimon 
than it appe^s to be at* first glance. It applies 
not only to milieu therapy, but to any therapy 
involving more than one therapist. Moreover, 
even when the client is assigned to a particular 
therapist, if there is a milieu, it is inap- 
propriate to assume that the assigned 
therapist is the therapist unless the assigned 
therapist actually does spend a great deal of 
time with the client (as at the Phipps Clinic). 

The processes in a milieu that determine 
who interacts with whom are not well 
understood, but it is a reasonable assumption 
that these processes are not random. This im- 
poses a further burden on understanding how 
jnuch help each client got from whom. As we 
shall see, at Loysville there is a small but 
significant tendency for those at higher levels 
in the organization to take on the tougher 
cases. There is also a tendency for the tougher 
cases to show less improvement. Thus the 
assignment processes are systematically biased. 
We anticipated such confounding and decided 
that we needed to know something about 



the severity of the disorder in addition to 
diagnosis and improvemeftt." 

To the problem * of assigning youths to 
helpers, a number of solutions were con- 
sidered. For example^^ serious consideration 
was given to asking the youths themselves 
who they felt had fielped;^ them. It would re- 
quire considerable resources to find these 
youths who came from all over the_Common- 
wealth and had already left Loysville. Because 
our resources weretlimited, we chose to ask the 
helpers whom they had worked with, i.e., to 
assign youths according to helpers' reports of 
contact. Since helpers had some understanding 
of the nature of the study, one might wonder if 
they would "claim** those youths who showed 
the greatest improvement. In fact, there is a 
tendency for the opposite to occur. The less the 
youth improved, the more the helpers reported 
having a lot of personal contact with him. 

It is in this area of assigning youths to 
helpers that this present study is most ap- 
propriately viewed as a'pilot study. While our 
methods produce findings which have fa<^e 
validity, only in replication can their opera- 
tional validity be established. In the present 
findings there is replication of the Phipps find- 
ing's for neurotics. 



'In the present study, the greater the severity of a pa- 
tient's problem the less the improvement. It is not uncom- 
mon to find greater severity associated with greater im- 
provement. The reasons for the varied findings are not 
known; but it may be useful to speculate. Intuitively, when 
we view the range of human problems, the more severe 
ones are more intractable. Why then woiild more improve- 
ment be found among more severe cases? If we are dealing 
with a particular kind of problem (e.g., schizophrenia) and. 
our measure pf severity is taken at a nonrandom point in 
the episode, the improvement might well be positively 
related to severity of symptoms. If our measure of severily 
is taken at a time wh^n the person presents himself, or is 
presented for treatment, then it is reasonable to assume 
that it was taken a high point in an episode, oi) the 
average at least, and that some improvement from that 
high point is likely simply by virtue of the episodic natare of 
such disorders. If, however, we measure severity sit' ^^ad- 
ministrative" convenience <at the transfer betwjfejen 
hospital||, or between jail and a prison) then we might! ex- 
pect the measure to be less related to Ihe episodic 
phenomena. Such a measure would more likely reflect the 
intuitive expectation that more severe problems show less 
improvement. Admission to Loysville. 'is more ad- 
ministrative tha^h episodic and we. found that the greater 
the severity the less the improvement. 
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Youth Measures 



A list of names was compiled of youths ad- 
mitted to Loysville Y.D.C. between March 3, 
1967» and March 26, 1974. who remained at the 
Center at least a month, and who had been 
discharged aj; the time the study began in May 
1974. This list of 593 names was in order of ad- 
mission and indicated the date admitted and 
the date closed. The list was presented to each 
of five "independent judges" (teachers in the 
Center School) and to each of 51 "helpers/' 
defined below. Judges and helpers were a^ked 
to indicate for each youth whether their per- 
sonal contact with thig youth had been "very 
little/* "some/Voi: "a lot/' They were asked to 
indicate for those youths with whom they had 
had some contact their answer to the following 
question: When we first became acquainted I 
regarded this boy*s behavioral and/or -emo- 



tional problems asf "Mild/' "Moderate/' 
"Serious/' (The forms fbr the judges included 
only two columns: "Moderate" and "Serious.") 

Later» judges and helpers were given a Iftt 
of those youths with whom he.had had a lot of 
personal contact and asked the following ques- 
tion: When I saw this boy at discharge I con- 
sidered his attitude, behavior and/or emotional 
response as "Not Improved/' "Somewhat Im- 
proved/' "Highly Improved/' They were also 
asked to make a diagnosisr^ 

The diagnc^tic system in the report of the 
Juvenile Court Judges' Commission had only 
recently been released. Part of this report is 
extracted in appendix 10. The helpers at 
Loysville were not acquainted with the report 
or the diagnostic system it contained. The 
report was corfsidered too bulky for their use. 
Instead they were furnished the following 
diagnostic descriptions: 



Neurotic 
Delinquent: 



Situational 
Delinquent: 



3, 



Subcultural 
Identifier: 



4. 
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Antisocial 
Manipulator: 



This individual's offense was against property or person. His prior delin- 
quent behavior was of the same nature. He constituted a possible threat 
to self and/or community because of his own anxiety. His family structure 
appeared as if the parents were childlike and he himself was expepted to 
be adult. His attitude to his then current situation was that he denied the 
self image of being a delinquent. He was anxious and confused. In regard 
of school adjustment unusual behaviors were noted in the records. Re- 
garding his peer group relationships he was probably a loner who may 
have selected a few friends. 

This individual's offense was- probably a delinquent act, an accident, or 
caused by the situation. He probably had na prior delinquent behavior. 
He' constituted no threat to self or community. His family structure was 
probably acceptable. His attitude toward his then current situation was 
realistic and regretful. His emotional adjustment and control were 
.probably sound. His school adjustment probably good, and his peer 
group relationships probably acceptable. 

This individual's offense probably involved property not necessarily for 
personal gain. His prior delinquent behaviors had all been accepted by 
his peer group. He may have constituted a threat to others. As regards 
family structure, his parents were probably suspicious and distrustful. 
His attitude toward his then current situation was that he believed delin- 
quent behavior to be acceptable. There were no obvious problems as re- 
gards emotional control and adjustment. Iii "school ^adjustment, he was 
identified as acting out and associating with "bad" youngsters. His'peer 
group relationships were intense. 

This individual's offense involved a property offense bethought he could 
get away with. His prior delinquent behavior involved property offenses 
involving.personal gains. He^was a leader who could b6 a threat to otTiers. 
his parents were inconsistent in providing love and rejection. His atti- 
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5. Gonformist: 



.6. AsocUl: 



tude toward his then current situattoh was that he justified his behavior 
as wan*anted and reasonable. As regards emcftional adjustment and con- 
trol, he displayed emotional isolation. He had a school history of using 
classmates and being the instigator. In his peer group relationships, he 
use9 others and saw them as suckers.* 

This individuars offense was a personal or property offense in which the 
client was a follower involved with others^ His priorndelihquent behayior 
involved being with others and being identified as a follower. He consti- 
tuted a possible threat tl^rough peer group pressure to himself or the 
community. He had experienced weak parental discipline or indifference. 
His attitude toward his then current situatioq was that he admitted re- 
sponsibility for his behavior. His behavior was determined by a need ier 
self approval. In school adjustment, he had a history of attention-seek- 
ing behavior but performed well when observed. As regards peer group 
relationships, there were no close relationships but attempts Were made 
to establish them. 

This individuars offense was against person or property and probably 
committed alone. His prior delinquent behavior was constituted of impul- 
sive hostile acts which may have been violent. His explosive behavior 
made him a thr^t to self and/or community. He had rejecting parents 
With possible physical cruelty. His attitude toward his then cui^irent situar 
tion was that he denied responsibility and projected blame onto the 
world. As regards emotional adjustment and control there was no im- 
pulse control and there were infantile demands. In his school adjustments 
he had a history of acting out of uncontrollable fage. In his peer group 
relationships, he wais a loner and peers saw him as strange. 
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In table 21 it can be seen that for 289 youths, 
there is no agreed diagnosis. In some of these 
cases there are undoubtedly bona fide 
"diagnostic problems,'Ve.g., youths with multi- 
ple problems, or with problems not adequately 
covered by the diagnostic schema. It is likely, 
however, that if helpers could be trained in the 
schema, the number of disagreements could be 
reduced. 

"Agreed diagnosis** generally meant majori- 
ty agreement among the diagnoses available 
for each youth. However, there is a tendency to 
use "situationar as a residual diagnosis. Many 
of the Loysville staff are conscious of the pe- 
jorative nature of diagnoses. When in doubt, 
they chose the mildest label. Accordingly, we 
required that there be complete agreement for 
the "situationar' diagnosis to be applied. 

In addition to the diagnoses, the average 
youth has improvement and severity ratings 
from judges and improvement and severity 
ratings from helpers.^ (The numbers •'2", 
and "3" are assigned to the categories, "mild," 



"moderate," and "serious" for severity, and to 
"not improved," "somewhat improved," and 
"highly improved*") For improvement, all 
ratings for a youth are averaged, For severity, 
the rating format for' judges and helpers was 
not identical (as noted on page 57) so we have 
two severity averages: helpers* and judges'. 



'In fact, helpers did not rate aU youths with whom they 
had a lot of personal contact. To cut down the amount of 
rating, diagnpsis. etc. they were asked to rate only a sample ' 
of such boys. The result is that the "contamination of 
criterion" is less thiln would be expected. On the average, a 
helper's rating of a'bdy he claimed is oiiily aboui one-seventh 
of the youth's ratings. This contamination could be removed 
but only at conjsiderable cost. It is doubtful that the results 
would be materially affected. 

In addition- ^to the. improvement criterion, we had 
measures of recidivism, a conimonly ^ used objective 
variable. What is needed is Aot recidivism but change in 
recidivism, a much more difHcult measurement ^problem. 
Presumably, a youth who was originally apprehended for 
violence, and who now is picked up for petty stealing, has 
improved. We were not able to get satisfactory data ton 
change in recidivism. 
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Table 21.— Diagnosis, Improvemont, and Severity of 
Youths Included In Analyses 



Diagnosis 



No. of 
Yotiths 



No. of 
Helpers 
'Cl.almlhg" 
These 
Youths 



Average 
Improvement 
Scores 

(Helpers 
and Judges) 



Average 
Severity 
Scores 
(Helpers)* 



2. Situational 

3. Subcultural 

5. Conformist 

4. Manipulator 
i. Neurotic 

6. Asocial 



88 


37. 


46 


41 


14 


29 


42 


45 


27 


35 


18 


"29 



2.35 
1.92 
1.93 
1.72 
1.65 
1.56 



1.61 

2.10 

2.21 

2.20 

2.65 

2.64 



Subtotal 



235 Youths with diagnoses 
289 No agreed diagnosis 
8 Readmissions 
61 Youths not "claimed" 



Subtotal 



593 Youths on Rating Lists 
353 Did not stay 30 days • 



Totial 



946 Youths on the rolls, March 3, 1967 
to March 26, 1974 



Because of differences In the ratlhg forms, severity ratings for judges and helpers cannot be pooled as they are for 
■improvement. Judges' severity ratings show a slmliarnegatlve correlation with Improvement. 



From these measures we derived "adjusted 
improvement." -Using multiple correlation, a 
least-sqiiares equation was derived which 
related improvement scores to judges' and 
helpers' severity ratings. Using this equation, 
predicted improvement was computed for each 
youth. This predicted improvement was sub- 
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tracted from actual improvement (plus a con:' 
stant to eliminate negative numbers) thus 
yielding an "adjusted improvement'* score, i.e., 
improvement adjusted for ^.se verity. There is 
no way of knowing whether such an adjust- 
ment allows for the effects of nonrandom 
assignment. However, it is fair to say that the 
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adjustment allows for the aspect of assignment 
which appears to be most related to the youth's 
improvement. 

Finally, the process of ^adjusting improve- 
ment was done seperately and within each 
diagnostic group. This was necessary since 
most analyses ar^ done for each ' diagnosis 
separately; 

The diagnostic groups in table 21 are arrang- 
ed roughly from least to most severe. The in- 
verse relation between improvement and 
severity can be seen clearly. Also it can be seen 
that the more severe cases tend to be 
'^claimed" by more helpers. 

The average length of stay at Loysville for 
the youths on the list was 462 days (std. dev; = 
349). For those with agreed diagnoses, it was 
somewhat, longer, 526 days (std. dev. = 255). 
r Length of stay declines substantially over the 
period* covered by this study (r = — .69, p 
<^ ,00i)i Such vdeclines are common in many 
instituiibns during this time period and prob: 
ably reflect administrative, not rehabilitative 
reasons. Length of stay is not related to im- 
provement (r = -r .02) but it is correlated with 
helpers" sevejyty rating (r = .17, p < ,01), 

Tne average age of the youths is 15.3 years 
(std, aev, = 1.4), There is a very sliglk tendeit, 
cy forvjfouiiger boys to be considered more 
disturbed^^ggr longer, and show less improve- 
ment. ThisTpokitive relationship between im- 
provemMt^and age does. not. hold for any 
diagnostic group except th6 neuroses. 

These various youth measures (averages for 
each youth) will not be the subject of further 
direct analyses. Rather they will be ac- 
cumulated and averaged again for the youths 
claimed by each helper. 



Helper Measures ^ 

For each helper we averaged the improve- 
ment scores of the youths with whom he claim- 
ed to have a lot of personal contact. Table 21 
shows that many youths are claimed by more 
than one helper. While this is to be expected, it;- 
presents some formidable statistical problems 
alluded to in appendix 1. For purposes of the 
present analyses, if a youth is claimed by two 
helpers, he is included in both helpers' average 
improvement scores. It i$ assumed that his im- 



provement was influenced by all the helpers 
who said they had a lot of personal contact with 
him.^ 

The improvement scores adjusted for severi- 
ty, and averaged across all the youths each . 
helper claimed ^and across the youths each 
claimed within each diagnostic group, are used - 
as performance criteria which <^n be related to 
the helpers' personality measures. (i^ 

But before we get into personality measures, 
let us look at i)\e intercorrelafion of the 
helpers' improvement, scores. These are 
presented in table 2^ and they address the 
question: To what extent is^i^iolDef ^haf!^ suc- 
cessful with one diagnose .gx^p^^letTStti^ 
cessful with anoth^ir? The^b data bear on the^ 
issue of the generalist vs. the differential 
hypothesis. Only one of the correlations is 
significant, and that one, .45 between Situa- 
tional and Subcultural, concerns the two 
mildest problem groups.* None of the others 
are significant at evei) the .10 level. If we were 
to present adjusted improvement scores in 
table 22 the results would be essentially un- 
changed. There is not much support for the 
generalist hypothesis here. 

Relevant, perhaps, is our definition of 
"helper": any member of the program staff be 
tw6en the years 1967 and 1974, who had served 
for at least a year during that period and who 
stalpd that he had had a lot of personal contact 
with ffputh'S. The requirement that he stayed 
at l^ast a year probably eliminated sonfe staff 
members who were not suited to this kind of 
work. If such are included in a study, the 
generalist hypothesis might get more support. 
Specifically, if there are some helpers in a 



'Presumably* if a helper who was successjful with a piar- 
ticular diagnostip group consistently worked with the same 
youths as another helper not so successful, both helpers' im- 
provement scores are distorted in opposite directions, the 
successful helpers' average being pulled down by the ef- 
foists of the less successful, and the latters' scores being 
helped by the former. There is little.evidenceLlhat such con-, 
sistent pairings wei^S^quent. But note that all such distor- 
tions are toward the^Rean, resulting in attenuation of the 
criterion (see page 61), and lowered possibiUty of finding 
significant relationships. In other words, th^ error introduc- 
ed by this procedure, like most random erroi*, is "conserv< 
ativerH it does not produce invalid findings. 

^This correlation is strong enough that it remains signifi- 
cant after allowing for the fact that we sorted over 15 cor- 
relations to find it (Bonferoni's t). 
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table 22.— Intercbrrelatlon of Helper Improvement Scores 

for Six Diagnoetlc Groups 



(Pearsonian r's) 



Av9rage 
Helper . 
Improvement 
Score for 



Average Helper ImpYovement Score for 



3 Siibcultural Tc^formlst 4,Manipulator 1 Neurotic 6 A80Clal»|r 



2 Situational 

3 Subcultural 
5 Conformist 

4 Manipulator 
1 Neurotic 



.45 



.25 
.24 



.22 


— .16 


.07 


,22 


—.12 


.10 


—.03 


.12 


--.20 

• 




.12 


.17 






—.20 



correlation matrices for the two groups are not 
really very different and. the two groups are 
combined in the findings presented here. 



study who do not succeed with any of their 
clients, we would find positive intercorrela- 
tidns for various diagnostic groups and this 
would tend to be consistent with the generalist 
hypothesis. 

Statistically "this phenomenon is called "at- 
tenuation of the criterion" and is illustrated 
graphically in figure 2. In this figure there is an 
' overall correlation, but when those who left 
' the field before a year passed are excluded, the 
correlation is lost. Figure 2 suggests the 
pdssibility that a correlation between criteria 
will be found among inexperienced therapists 
(□'s and O's) but not among experienced ones 
(□'s only). 

The 51 Loysville helpers include 20 no longer 
on the staff, but these 20 had been on the-staff 
for at least a y«ar during the period covered by 
the study. These 20 former staff members are, 
for the most part, either retired or working in 
other parts of the Pennsylvania correctional 
system. Most of them continue to live in the 
area surrounding Loysville. For these 20, data 
were collected by visiting them in their homes, 
usually requiring several trips. For two of 
them the data were collected by mail. A 
number of analyses were conducted separately 
the 31 at Loysville and the 20 who left. The 

erJc* 



Helpers' Personalities 

• . ^ 

Helpers were asked to fill out the PTQ, the 
Strong Vocational Interest Blank (Form M, 400 
items), and the Quay Correctional Preference 
Survey. The first two provided continuity with 
the studies in chapters III and IV., The Quay' 
Correctional Preference Survey was the only 
instrument we could find which was specifical- 
ly designed to measure treatment ideologies 
for delinquents. 

With respect to the PTQ, it was our purpose 
to correlate the personality scales and A-B 
predictors with helpers* improvement scores. 
We plannediihe SVIB as an item pool for item 
analysis just as Whitehorn and Betz had used 
it. We also planned to use the Quay instrument 
as an item pool for item analyses, these items 
being oriented toward specific treatments for 
delinquents. 

The reasons for using tjje Quay instrument 
in this way may require some elaboration. Th§ 
Correctional Preference Survey consists of 15 
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'r ■'Fi9ure2:.. . 

HYPOTHETJgjt^LXORRELATION BETWEEN IMPROVEMENT SCORES 
FOR TWO frAGT^OSTia 

ELIMINATING UNSUCCESSFUL HELPERS 



Success 
with 

Diagnostic 
Group A 



□ 



O 



□ 



□ 



□ 



□ 



□ 



a 



□ 



□ 



□ 



□ 



o 



o 



o 



□ 



□ □ . 



O 



o 



o 



o 



o 



□ 



o o 



• o o' 

.o O o 



o 



o 



o 



o 



o 



□ Stayed a Year 
O Left Before a Year 



... ' 

Success with Diagnostic Group B 



items for each of four scales* the four scales be- 
ing designed to predict helpers' success with 
each of four Quay diagnostic groups: 

(1) Inadequate-Immature ' 

(2) Neurotic-Disturbejl 

(3) Unsocialized Psychopathic 

(4) Socialized-Subcultural 

The ladt three of these would seem to corre- 
spond with our Neurotic Manipulator, and Sub- 
cultural classifications, but the correspondence 
is by no means very exact. Moreover, the items 
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appear to have been written on the basis of 
clinical experience and judgement rather than 
from any empirical test that they actually 
work for their intended groups. Our concern 
was with such an empirical test for each item» 
ui^ing a slightly different diagnostic schema. 
(WJf will also present findings for the four Quay 
seizes. IngrantKl970, shawed that niatching 
based on the scales was indeed effective J Our 
concern is to try to determine empirically t^e 
treatment philosophies of helpers effective 
with different kinds of delinquents. ^ 
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It table 21 it can be seen that there were on- 
ly 14 youtfefs with an agffeed diagnosis of "Con- 
fbrmist'- arid 18, Asocial/* These numbers of 
cases seem inadequate on which to rest an 
analysis Biit we did conduct item analyses on 
the other four diagnostic groups even though 
some might 'argue that the 27 Ne\irotics are 
also aii ini^dequate ba^e. ' 

For the PTQ personality analyses we pre- 
sent all six groups in table 23. There it can be 
seen that the niumd-er 6/ s^cates whichjcorrela^ 
significantly with helpers* improvement scores 
is indeed related to the number of youths in the 
base of those scores, there being no correlates 
^at all for the Asocial group and only one each 
^iSjl^ Ponformist and Neurotic groups. The 
l^&teresting thing about these single correlates ' 
that they will be seen by many clinicians as 
"reasonable." The Conformist youth, who is 
trying so hard for group acceptance Xhat he 
will do ai|y thing he ttiinks will get it, is best 
served by a helper ;ivho has a high regard for 
individualism and resists social pressure. The 
Neurotic youth is best served by a helper who 
has low "Remorse** (items derived from Child*s 
"Supergo" scale). One other ''reasonable" rela- 
• tionship should be noted. Most of the "Sub- 
culturar youths are black. It is eminently 
reasonable that 'they are best served by 
helpers low^on the antidemocratic personality, 
most of these items being from the F Scale, an 
indirect measure of ethnocentrism. 

These "reasonable** findings, the "boot- 
strarpA*^ of exploration, tend to support the i 
thi^t buT methods have some Validity and that 
evcjn with a small amount of data, meaningful 
resiults emerge. 

Th^re are other meaningful results. Table 24 
' ' presents the Phipps Clinic A-B Predictors and 
Scales in relation" to Helper Improviemeht 
Scores at Loysville. While ther^ are few 
significant findings in table 24, there are find- 



ings 'in ttie one area where we expected them, 
namely: the Phipps Neurotic Predictors and 
Scales do predict the Loysville helpers' success 
with Neurotics. Underlining in: t^abie 24 is on 
the basis of two-tail tests. One-tail tests would 
certainly : be appropriate for the Neurotic 
youths. On this reasoning, NSOLVE is also 
significantly related to' helpers' success rates. 
Considering the differences in treatment set- 
tings, in research methods, in "patients," iind 
in "therapfats** between the Lo^sviJl^YDC and 
the Phipp^linicv tiua replication coi$ld hardly 
ha-ve been predicted confidenc 

Details of the item analysis are presented in 
table 25. The top half shows item^/which dis- 
criminate success jvi^h Neurotics at Loysville 
which are not included in the N Predictor 
derived from item analyses of the Phipps "per- 
cent of neurotics improved/' It can be seen that 
in the two halves of the table there are only 
three significant items in common 
("Geography" "Algebra," and "conceited 
peopl^e**) and that only ^wo of th*se are in the N 
Predictor; However, all of thef items in the N 
Predictor carry the approprij^e sign in the 
Loysvill^ analysis, and they therefqre "add up** 
' to a significant predictor. While sohi^qf the 
NSOLVE itenns are weals; in the Loyjsville 
analysis, "Calculus** certainly fits this dWen- 
sion and^^is significanl^r the Loysville helj^rs. 
Thiis J^e NSOLVE scale as weU as thes^" 
Pi?edic£or gats -support in this i^em analysis. 

'^Ta^bles 26, 27, and 2? present SVIB ite|iis 
^tha^^discrinftnate helpjepf' suc^ with Marnp- 



ulatqp^, >^Subcult 
^ectiv 
^he ite 
Survey 
-qqni9$dj|l»^ 
togetl^ej^ 




ihree chap^s^^^,^ 



[ers, and Situa- 
-Tables 29^nd 30 present 
s of the Quay Correctional: 
Interpretation of th^se- 
he next chapter which 
(i5us findings in the last 



' Table 23.-Con6latlon ol Personam 

^ Scores lor Six Diagnostic Groups 

(Piinonlinr'i) 




NrNoHHyVMliblt 
App.<Tibl«NuiiilM( 



'AIIDIigoNM 



Slluillonil' 



Subcvhuril' 



CMtoflnlit 



MPWMTAdlild. MPByaiillilil MPRVl 



3t NNdlorCltMii 

^12 'Hisriulonlnllii' 
.SuvlotolltifEgo 

33 EiniMllilclnliiiil 

34 WorkElhlc 

}S NNd lor Order 

'86 Tolefinceotihe 
Unnil Experience 

37 Toleriricebf 

• AiDblvilence , 

38 Preference for 
Declilonl^lklng 

39 HI{hPenonil 
. . Slindirdi 

4P'flefl)0fie 

41 Antldiinocriilc 

. 42 Indlvlduta 

43 Delerence'Anxiely 

44 Nurtgnnce Anxiety 

45 Science and 

. MonJ Values 

4( Preference forlntel' 
leclualCliillenge 

47j Extroversion 
Qyiyl 

Pnediquitt-lrDpature) 
Ch)iy2 

(Neuibtlc-Dlsturbed) • 
Qyiy3 

|Uneocliiiied*Psycl)opetli) 
Ou«y4: 

ISoclillzed'SiibcultunI). 

■ ■**'. 

OrgmlailoniiLml 
NuinbvolHiiptn 



-.036 -,024 



,212, 

1 



,151 



51 



r.029 ,158 

-.196 -.094- 

I 

.00? , ",140 

-M" . -,079 



. -.104 - 



-.0« '.008 
-.130 -,)40 



-.0)7 -.OeO ' .060 -.315 -.303 

-.018 .101 ,091 -,008 ■ -.067 

v03fl ,224 , ,153 ' .073 , ,050 

.152 -m -.307. -.079 -.070 

..099 ' -.078 \ '.-,141^ -079 , _ 577 , 

.032 -:023 , 245. ,228 ,0U -.007' 

■«M .016 ,340 , ,263 ,181 .,,13r 

^255 ■ -,3W '-,088 .-,093 ,029, -.045 

'-,033 ■ -,'011 ,101 ,tl85 

342' -,369 . ,202 ;309 -,024 -.101 • 

19 \ ~m -.399 , ~.m ' -.303 

041 ' -,002 ,144 ,193 ' ' .577 ,438' 

-.056, -,083 -!232 ' -.21),' -.326 -.269 



-.104 -,165 ,-;224 .045 ,, -049 ■ • -*200 ¥,145 



.128 -,007 -,042 , 041 ,027 

.001, .108^ ■ .099 .080 ■ -.131 

.148 , ,036 ,040 ''',080 

m '/Xi-: ,324' ,321 

.085' ,087 .-.07i -.065 -.101 

162 .195 .,094. . ,095, , ,046 '..OIS 

0i7 -.104 -,321 ' -.343 -.227 ' ■ 

179 ,-,275 ■ -,259 .123 

51 ■ 37 J7 {1 

'—L 



-.048 -,105. 
,,.438 ' .278 



013 -.204 -,119 

182 -,?43 - 305 

131 '.03i '.086 

41 29 29 
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MMiptlitor 



Nitfollc. 



AmcU 



Mi ■. ,170 -.039 .001 ,099. ■ -;01O 

-.209 -.276 ,169 ,138., ■ -.006 .|»4 

.039, -.054 J96 ,239 . -.012 ,028 

.154 ; .,244 ,, ,030 -,001 -.238 -.324 

,197 ■ -,066 -,043 ■ .046 ■-,075' 



-230 -,339 ,192 



-J99 -.167; 



■«0 '.255 , ,115 .161 



f 



-.i5l ^ -306.. ,294 . ,.294V Cm\ ,525: 
-.134 -,167i ,.14y , :,j07J fr,024 ,| -,0<1 
■.079' -,171 -,289 "'-^ ■ 'iM ■ .137, 

.168 ,275' -.127 ■^097'.,. ..113 J ,096' 
,130 



-.185 . -.163 . ' . .in 

-.076 • -.171 ' , ■ ,063 

-.251 -,33tf ,' ,233 
.-,025' 



:■(•, . 

,119 



Sln|l« undifllninj IndlutN ihii r liilgnllicwily dlllifint from iiro it' ,05, twci'till; daubli undirllning it ,01. 




Table 24,-Comlatlon of A-B Ptediclors With Helpers' Improvement Scows 

.lorSIx" •• * 




(PNrspnIanr'i) 



AIIDIigflOMi 



Slluillonal 



Subculiuril 



Coiilortnlit 



^Minlpulilor 



Nmtle 



MPRVrit Adittd ' MPIIV2 Ad|itd 



Single undflrllnlngii 
described on panes 35*45, 



Atoclil 



MPRVrAdiltd NPIIV5 'Adilld HPRV<.M»V ^ 



1 W422 


' -JDO 








*.ie9 


'*.049 • 


-.019 


.025 


-.020 


■ ,130, 


.118 




-m 


TOTLS 


-.iiD 




1M -917 


.-.237 


-.292 


■ .196 , 


.190 


-.146 


-.249 ■ 


,066 


,014 , 


-.226 ' 


A1J3 


31 ■ ■ 8 


I'M 




-.022 -.111 


-.230 


-J50' 


.201 


,153 


■ , -.166 




■ -.117 


-,158 


,02( 


.025 


3t 5XPR8* 








-.W3, 


-.416 


.021 


.065 : , 




.114 


.154 


.120 ■ 


■ .201., 


.162 


}j SXPRSS 


.029 


-.053 


—,00/ ^.ufu 


DDO 


.022 


.214 


,107 


^,046 


-i)90 


-.057. 


-:038 „ 


-J14 


-.052 


31 SQUEST 


\ lift 
-,ZfO 






-.092 


-.079 


: .155 


J13 


■ -.141 


-:i6f 


-.229 


-J29' 


,027 


■,09^ 


X 91 


-.023- 


lift'' 






*.193 


.076 ' 


.135 


■-,036;. 


-.11* 


,271 


.229 




-.361' 




-.095 


-.1)0 


-,101 


.054 


- .033 


■ ;is7' 


.226 


-.070 


-.158 


.178 


.134 


-.366 . 


-564 


32 0 


-.101 




-j1» , "M^ 


265 


,266. 


.295 : 


.308 


-.063' 


-.146 


.126 


,105 


, -.164 


-.024 


32 mm 


-.127 


-.105 ' t 


-.190 ' -.232 ' 


.107 


.105, > 


.007 


.108 


-.043 


-.091 


'■ ,M0, 


-.030 


-.029 


.062 


30 . DN 


-.087 


-.103 


.008 -.033 
-.111 -.180 


-.152 


-.1W 


■ -i 


-.060' 


-.055 


-.067 


-.084 


-.122 


-540 


-.241 ■ 


: TOTLN. 


. T 
.)58 


',005 


-,060 


-.096 


-.178 


.001 


-.038 


-.114' 


, . .305 


.259 ■ ■ 


-.294 




33 N 


: .175 


■ -,001 


,-159, -.231 


-.043 


-.096 


-.li|4'. 


-.009 ' 


-.063 


-.149 


J« 




-.285 


-549 


33 NSOLVE , 


.161 


-,023 V ' 


-.188 -.207 


-.047 


-.086 


, ' -.122 


,074 


■ .022- 


-.008 


J30_' 


\30? ■ 




-.283 


33 NQEST1 


■ » 


;,094 


-.078 -.IM ■ 


.063 


m 


-.078 , 


-.095 


-,115 . 


■-.231 


■ _3M 


;279 


.073 


.042 


33 NQEST2 


'-,080, 


-,046. 


:062 .067 


, .079 


,. 


' -.258 


-.189 


, .060 


' .129 


"-.240 


-.235 


-.042 


-.066, 


No. ol Helpers 


,51' 




37 37 


■ ' <1 


41 ■, 


. 29"" 


29 


, ' 45 


45 


35 


35 


29 


29 
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Table 25.— SVIB Items Correlated With Helpers Adjusted Improvement 

Scores for Youths Who Are Neurotics . 



N » 35 



If m Numb er 
SVIB PTQ 



r 



Item 



Gamma 



5 
72 
85 
86 
92 

97 
107 
113 
143 
163 

182 
232 
292 
366 



Artist 

Politician 

Secretary, Chamber of Commerce 
Secret Se^ice Man 
Stock Broker 

Undertaker ^ - 

Calculus 

Geography* 

Boxing ^ 
Art galleries 

Educational moyids 
Looking at a coWection of r^re laces 
Steadiness arid permanenceofrwork 
Am quite sure o1 myself 



"N" Predictor Items (see table 33) 



21 3-33 Cashier in a bank 

lOi 3-35 Algebra 

115- 3-67 Geometry 

119 3-58 J^iterat/ure 

148 3-61 ^Solving mechanical puziles 

149 3-62 Performing sleightof-hand tricks ' 
173 3-66 Detective stoties - 

185 3-68 Making a radio set 

186 3-69 Repairing a clock , - 
269 4-5 Peopfe who talk very slowly 

353 2-35 Reading a book vs. going to movies (B) 

359 3-23 ; Jealous vs. conceited people (A) 

386 3-24 SmootJh out tangles andsdisagreernents 

' ^ between naonl«3 ( 






.42 


.04 




.47 


.01 




aA 






AO. 


no 




.4y 


.U 1 




.51 


.02 




-—.36 


' .05 




.44 


.05 




.47 


.01 




.43 


.03 




— .43 


.05 




.48 


.05 




—.39 


.04 




*.61 


.01 


NQEST1 


—.10 


.62 


NSOLVE 


— 39 


.05 


KIO/^I \/CI 


— .28 


.14 


NQEST1 


.24. 


.24 


NSOLVE 


—.17 


.36 


NSDLVE 


— .12 


.56 


NSOLVE 


00 


.99 


NSOLVE 


—.28 


.12 


NSOLVE 


- 23 . 


.20 


NQEST2 


.11 


.60 




00 


99 


NQEST1 


—.41 


.03 




—.10 


,76 



{A) The "A" therapist fn^aimS the second choice. 
(B) The "B" therapist prefers the second choice. ^ . ^ 

• This ltem^,was also predictive of success with neurotics at the Phipps Clinic and could have been Included in the N 
PredlQJt^9f It had been incJiJded In the PTQ. 




' . JUVENILE DELINQUENTS ' 

Table 26.-SVIB Items Cdrrelated With Helpers' Adjusted Improvement 
Tame 40. ^^^'^g^'I^J^ lor Youth Who Are Manipulators 

■ N « 45 . 
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SVIB 
No. 



Item 



Gamma 




Artist 

Author of novel 
College Professor 
Editor ; 
Foreign Correspondent 

Hotel Keeper or Manager 
Magazine Writer 
Musician 
Office Manager 
Orchestra Conductor 

Physician , 
Reporter, general 
Surgison 

English Compositioij^|^|., 
Literature 




Music 
Philosophy 
Psychology 
Golf 

Excursions 




Smokers 

Symphony Concerts 
"New Republic"' 
'^Atlantic Monthly 
Social probiem movie; 

Operating Mach|ne[ 
Handling horses 
Arguments 
Mal<ing a speech 
Organizing a play , 

Teaching Adults 
Drilling Soldiers ^ . 
Writing Bports 
Progressive people 
Slci< people 



—.34 



.05 



—.70 .0002 



—.34 



.05 



—.45 


.01. 


—.43 


.01 


• —.46. 


.01 


—.49 


.01 


—.36 


.05 


—.38 


-.02 


^.60 


.01 


— .36 t 


.04 


—.35 r 


.0^ 


—.40 V' 


<02 


—.43 N 




— .38 X 




—.41 




—.43 


.OzKj^^ 


—.40 




—.36 




—.63" 


.008 ^ 


—.45 


.007 vx 


-^.45 


•:oi' ' 


—.37 


•04 


—.40 


.01 


—.60^ 


.05 


.40 


.04 


.46 


.02 


—.50 


.004 


, -.42 


.01 


—.35 


.04 


— .44 . 


.03 


—.35 


.05 




% .01 


—.63 


.002 







Table continued on next page. 
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^ .. EXPLORING THE PSYCHO-SOCIAL THERAPIES' 

Table 26.(Cont'd)— SVIB Items Correlated With Helpers* Adjusted Improvement 

Scores lor YbMth Who Are Ma/7/pc//afors 

. .. ■' N « 45 

$VIB • 



No. 




viainina 


P 


259 


-■ '■ ' 1 ' 1 

Cripples 


.43 


.05 


284 


Determine the cost of operation Of the machine 


' .58 


.001 


299 


Freedom in working put one's own methods of doing work 


—.39 


.03 






—.38 


.03 


304 


Henry Ford, manufacturer ^ 


.48 


.01 


315 


Chairman, Arrangement Committee" 


' .35 


.05 , 


320 


Chairman, Publicity Committee ^ 


—.55 


.002 


331 


Deal with things vs. deal with people (B) 


'.40 


-03 


343 


Change from place to place vs. working in one location (A) 


—.38 


.03 


344 


Great variety of work vs. similarity in work (A) 


—.50 


.03^ 


345 


Physical activity v]^ mental activity (B) 


■ '-\ .39 


.03 


356 


Few intimate friends vs. many acquaintances (A^ 


—.50 


.005 


369 


Hkve more than my share of novel ideas 


-.40/ 


.02 


377 


Get "rattted*' easily - . \ 


.50 


.05 


378 


^ Can write a concise, well -organized report \ 


—.46 


-01 



(A) The *1A** therapist prefers -the second chdice. 

(B) The "B*' therapist prefers the second chtiice. 
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Table 27— SVIB Items Correlated With Helpers' Adjusted Improvement Scored 
• ■ • for Youths Who Afe Swibcu/fa^^^ . _ 



N = 41 



SVIB 

No. Item 



12 Auto Racer 

13 Auto Repairman 
32 Electrical Engineer 
53 Librarian 

111 Economics 



165 Vaudeville 

171 Sporting pages 

196 < Interviewing men for a job 

276 Independents in politics 

278 Men who use perfume 

294 CourteoiKi treaimerjt from superiors 

349 Listening to a story vs. Telling a story (B) 

363 Win friends easily 

365 - Usually liven up the group on a dull day 

368 Have mechanical Ingenuity (inventiveness) 

381 Followup subordinates effectively 

396 Borrow occasionally vs. Practically never borrow (B) 

398 > My advice sought by many vs..Practipally never asked (B) 



Gamma 


P 


34 


-. .05 


38 


' .03 


.36 


.03 


—.38 


.05 




02 • 


— 45 


.02 


64 


.002 


-.64 


.005 


.41 


.04 


40 


04 • 


47 
• • • 


.007 ' 


.41 


.03 


-.43 


.03 


—.38 


.05 


.39 


.03 


.39 


* .05 


.43 


.04 


.4Q 


.05 



(6) The "B" therapist prefers the second choice. 
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Table 28.— S\/lB/ltems Correlated With Helpers Adjusted Improvement Scores 
^ for Youths Who Are S/f£/$f/ona/s 



SVIB 
No. 



28 
54 
66 
99 
102 

131 
147 
168 
169 
190 

191 
193 
198 
199 
208 

217 
255 
304 
308 
310 

320 
339 

351 

354 

381 
386 



N « 37 



Item 



Gamma 



Consul 

Life Insurance Salesman 
Office Manager 
Wholesaler 
Agriculture 

Public Speaking 
Observing birds (nature study) 
Pet canaries 
P'6t monl<eys 
Operating machinery 



—.45 
.47 

—.51 
.35 
.37 

—.45 
.40 
.38 
.43 
.45 



Handling horses 

Raising flowers and vegetables 

Interviewing cliBnts 

Making a speech 

Meeting new situations 

Bargaining ("swapping") 
Foreigners 

Henry Ford, manufacturer 
William H. Taft, jurist 
John Wanamaker, merchant 



\5 



.43 

;39 

.39 
.39 
.36 



r 



■ Chairman, Publicity Committee 

Selling artible,-quotecHO% be^w compQtttor vs. 
" Selling article, quoted 10% above (B) 

Amusement where there is a crowd vs. 

Amusement alone or with one or two others (B) 

Belonging to many societies vs. 

Belonging to few societies (A) 

Follbwup subordinates effectively 

Smooth out tangles 'and disagreements between people 



.48 

.35 

.53 
.53 
.45 



.02 
.02 
.004 
.04 
.04 

.93 
.02 
.04 
.02 
.02 



.49 .01 

.42 ^ .04 

.52 .03 

.37 .04 

.76 .01 



.03 
.05 
.05 
.04 

:05 



—.39 . ,03 



.01 

.05 

.03 
.01 
.05 



(B>The "B" therapist prefers the seccind chbice. 




■ ' JUVENILE DELINQUENTS " . '^^ 

Table 29.-Quay Hems Correlated With Helpe/iS' Adjusted Improvement Scores 
\ iov youths yNho Are Neurotici ari^ Subculfurals 

■• . . — 

Item and Quay Behavioral Classification* Gamma p 



• Success Wll^ NEUROTICS 

32. I would rather work in-a living unit wher^j^^^ -.54 .004 

Is clear and the limits are very tight. (BC3-A) ' C 



.51 V .01 
.55 .01 



31: , Working with boys who like me one day 'and are mad at me^ 
the next doesn't bother me at all. (BC2-A) 

50. • It bothers me to have to work with boys wljo act much 

younger than their age. (BC1-D) ^ , 

47; When I was a boy I had qurtilNfew delinquent kids as 41 .02 

acquaintances. (BC4-A) ^ . >^ 

20. When'sL-boy makes a decisioq. 1 am willing to take a chance .53 .02 

and go along with him. (BC2-A) ' ^ 

°9. Most delinquent kids would be o.k. if they had the work 

skills to compete in the outside world. (BC4-A) 

< ■ 

10. I don't mind admitting to a boy that I can make mistakes. .68 ^3 

■■ (BC2-A).'-' 

44. Mo^t delinquents are not much different from other boys. 



,43 .03 



.40 .05 



Success with SUBCULTURALS 

5. : I do not like a living unit where the boys are not good in 
competitive activities. (BC1-D) . ' 

29 \ 1 find it is very difficult to work with the kind of boys 
■ , who are always demanding attention, (BCi-D) 

20. When a t)by makesi a decision, I am willing to take a chance 

and go along with him. (BC2-A) ^ 

•••BC3-A" means QUAY 3, sociopathic. and successful helpers should agree. D stands for disagreement. QUAY 1 Is im 
mature. QUAY 2 Is neurotic. QUAY 4 is subcultural. o ' > . • 



—.44 .01 
—.40 .02^ 
—.42 >*04 
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•Quay Items Correlated With Helpers' Adjustea^lmprovement Scores 
for Youths Who Are Ma/7/p(;/afors and Situationafs 



Item and Quay Behavioral .Classification' 



aaj^nta 



44. 

56. , 
64. • 
12. 

* 

21. 
41. 



55. 



15. 



31 



44. 



43. 



C 



Success With MANIPULATORS > 

Most diBlinquents are not much different from v ' 

other boys. (BC4-A) 

When most delinquent kidfe learn right from wrong \^ 
they will be o.k. (BC4-A) 

Offipers or,coLrnseiors should rarely let the boys know that 

they (the staff) are wron^-or have made a mistake. (BC3-A) 

* . ' ■ '■' ■■ ■ ., ' ■ ■ .- - ■- . •■ 

I feel more comfortable working with boys who are not easily 
bothered by things;" than with those who are {jrore easily 
• upset and tend to show their feelings (BG4-A) 

The idea that boys are delinquent because of forces beyond 
their control is generally nonsense. (BC2-Dy 

I would rather work in a living unit where the boys are given 
responsibility to make decisions about the rules within the 
unit. (BC2-A) ^ ' 

SJuccess With SITUATIONALS 

It IS particularly difficult for me to work with the kind of boys 
who are always, testing institutional procedures. (BG3-D) . 

Disciplinary actions for rule violations are best handled- 
without a lot of bother^about what may have led up to the 
srtuation. (BC3-A) * - 

WorkingrWith boys who like me^ne day and aire ma^at mC 
the next doesn't bother me at alX(BC2-A) 



—^9 
.43 

. .43 
—.36 

.32 
—.36 



—.40 " 



.003 



Most delinquents aire hot much different from other boys. 
(BC4-A)' . 



I like to challenge a boy to make a real committment to a 
nondelinquent way of life. (BC4-A) 

Scared and unhappy boys need a chance to express them- 
selves to an adult willing to listen. (BC2-A) j 



.35 



.37 



—.36 



.36 



.65 



ft 

.04 



.04 , 



.05 



.05 



.02 



04 



.04 



.05 



.05 



.05 



•"BCg_-A" means QUAY^ sociopeithic* and successful helpers should agree. D stands for disagreement. QUAY t is.irin- 
n^atuye. QUAY 2 is neurotic. QUA^v* is subculturat, , ; * _ . - • 



> • ■ . ■ ■» • . 

' . 1- ' ' ■ 

Chapter VI. . 

ClMcal Int^i^tati^ 

Valid cUnical interpretation of empirical 
\ - data involves two steps: (1) How sound is the 
finding? (2) What dpestit mean for clinical prac- 
' tice? The second of these questions^ neces- 
sarily inferential if the finding concerns the : 
/ personality of the therapist. Howevei:* some 
criteria are available for assessing the first 
question: the soundness of findings: (a) The 
strongest findings we have are those where a 
relatibnshii) is observed in more than one sam- 
ple. Such a relationship is more dependable 
and generaliziible than one for which^we have a 
single sample, (b) The. weakeist findings to be 
interpreted here ^are those derived from 
"chaining" dorrelations^ (oprrelates of cor- 
> relates); such findings may be interpretable if 
there are consistent patterns, but specific cor- 
relations ought to be treated as sugge^^ive 
hints for fbrther research. Between these two, 
^the strong and the weak findings, are those 
w;bich derive directly from a criterion of suc- 
cesys (not.4ihained) but for which we have no 
rikplication <6fi!y one sample). v ; ? 

At some expense to orderly contentf I \(^ill 
present findings in order pi their strength as 
derived from data presented in this volume. 
Findiiigs ^om ^studies' being ^nducted by 
ofhers may^o6|( be available and may confirm 
- the findings presented h^re/Butr-fpr now, we 
have only what is her^. V \ 

I will use^the word "client" to stand for any 
patient or juvejiile delinquent included in the 
studies reported here. I will ^se. the word 
therapist" to^ stand for all the.thei'api^ts and 
helpers in th6se studies. While some might ob- 
ject to my calling a house parent a ^'therapist," 
Xhty would probably be equally unhappy with 
n^y calling a psychiatrist a "helper." Our find- 
mg^ jreveal a^rtain jumty a^ 

•.Agents."'* ^ f 'y!' 



Neurotics 

• ■ ■ ' ■ '■■ . -"i ■ ^: v ■ ■ * . ■ 

This brings us to the most rbbust of our find- » 
ings, that the N Predictor derived from the 
success of Phipps Clime residents with 

• neurotics, ^actually predicts the success of 
Loysville staff with neurotic delinquents. 
What stronger evidence could there be of the 
importance of the personality of the therapist 
than that the same personality measure is 
vi^d for the highly educated, highly trained, 

" highly selected psychiatric residents of the 

^ Phipps Clinic and for the Loysville staff, most 
of whom have, no college education at all, but ^ 
have had years of practical experience? (tables . 
13, 24. 25). It is this replication that gives us 
some reason to claim;, that all our "jchange 
agents" are "therapists." ; 

Of more interest perhaps is the meanihg of • 
the N Predictor and its significance for " 
therapy. The N Predictor, contains at least 
three clusters, the niost important of jglrhich is v fer^ 
' -NSOLVE. But let's lo^ first at the weaker 
clustera, NQESTl and^QEST2 (tables 10 and 
13). The PTQ sheds little light on these t^o 
. enigmas (table 16K NQEST2 is particularly 
enigmatic and /it \ fails to predict for the 
Loysville sample (table 24). On^he other handf 
NQESTl contains the item "Literature." 
^ Therapists successful with /neurotics like 
literature. Careful comparison of the Loysville 
data (table 25) wit6;the Phipps data (table 13), 
inV^uding th6se itdms significant between the 
.05 and .10 level, reveals a number items in- - 
dicating that therapists etfective with 

/ neurotics Kke literature and art. 

What does thfs i^ntion to literature and : 
art jnean' in the l^eatment of neuroses? , * 
Perhaps it reflects iimdtive skills, or i^e us^f 
the way one experiences an object in relating 
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to that object. Betz observes that many 
neurotics like to 'live fanciful fairy stories. 
They isict them out at an -adult level'. Moreover, 
neuroticis have to work their way out pf these* 
patterns themselves. They cannot be pushed. 
This latter is the point of. our major N cluster, 
^NSOLVE. ... \ 

Most of the items in NSOLVE ii^volve solv- 
ing a |>roblem or puzzle (table 13). Therapists 
w^o.afe successful with neurotics reject these 
items. The significance ot this is probably best 
described in the following: / 



/ 



/ 



In the early days of^^nalytic teclyiique it is 
true that we regarded the matter intellectually ^ 
and set a high value on the patient's knowledge 
of^ that which had been forgotten, .so that we 
hardiy^^^ made a distinction between bur Knowl- 
edge and his in these matters. We accounted it 
specially fortunate if it were possible to obtain 
information of the forgotten traumas of childr 
hood from external sources, from parents or 
nurses» for instance, or from the seducer him- 
self, as occurred occasionally; and we hastened^ 
to convey the information and proofs of its cor- 
rectness to the patient, in the certain expecta- 
tion of bringing the neurosis and the treatment 
to a rapid end by this means. It was- a bitter 
disappointment when the expected success was ^ 
not forthcoming. How could it happen that the 
patient, who now had the knowledge of his 
traumatic experience, still behaved in spite of it 
as if he knew no more than i>efore? >Not eten 
would th|s r'bcoUection ot t|ie repressed trauma 
come to mind after it had been told and de- 
scribed to hi^ * 

In one particular case the mother of an hys- 
terical girl had confided to me the homosexual 
experience whiclih^ greatly influenced the' 
fixatiop of the attacl^ The mother herself had 
come suddenly upon the scene !and had been a 
witness, of it; the girl, however, had totally 
forgotten it, although it had occurred not long 
befor^ ,pu})erty. Thereupoti I made a most in- 
structive Qbservation. Every time that I re- 
peated the mother's story to\he girl she reacted 
to it with an hysterical attack, after which tl^e ' 
story was again forgotten, /i^ere 'was no douot ; 
^at jbhe patient was expressing a violent resis- 
tance against the knowledge which was being 
forced upon her; at last she simulated imbecility 
.and total loss of meipory in or/jer to defend her- 
self against what I told her. {Freud, 1959, p. 
362-363) ' ^ V . 

. This . . . shoiild remind the psychattisf of two 
important facis> First, his interest in research ' 
*'^HoijlId be secpnaary to his eagerness in' dis« 
co^j^ji^ng. data strictly J pertinent to his psycho- 
i.the^b&peutic obligations. ^econd, sliould not 



be pertinacious in searching for and in convey- 
ing understanding to ^he patient at the expense 
of observing what is going on in the patients 
*rhere is fpquently no therapeutic advantage in 
doing so. As Freud said, "The psychoanalyst's 

; ^ ^^ob is ta hfelp the patient, not to demonstrate 
how clever the doctor is.'- (Fromm-ReicAmann, 
1950, p. 19) 

'■ ' - ' ■ ■ * ' .'. ' 

^ ... the patieiit must be permitted to work on 
hi^ own problems at His bw^ speed without in- 
terference or pushing from the therapist. 
(Strupp, 1960, p. 209) 

. . \ ' . . . - ■ . ; ■ 

V *rhe seizing on every behavior pattern of the^ 
patient {by the schizoid therapist) . . . can be fo^ 
the patient a pitiless op^ation which he per^ ' 
ceives |is detective-like^ ail tlie m^e so since 
the analysis takes place in the deiscribed cooly 
distant atmosphere. (Riemann, 1968, P« 7^) 

Through these quot^runs a common theme. 
The detective, the inve^gator, the research- 
er, the problemirsolver runs rpughshod over the 
clients' feelings; Another *SyiB Jten^ ^ t^iat^ 
discriminates isuccess with ^ neurotics is: 
■'Usually ignore others' feelings vs. usually 
consider others' ^ feelings." Therapists suc- 
cessful with neurotics chose the secpnd pole 
(table 1^). Moreover, this item correlates .38 (p 
> ,05) ^with NSOLVE (rejects problem solv- 

v.4ng). There seems little doubt that these find^ 
fngs, taken :t6getl\ef ; confirfn the cited' 

* literature. ' 

With a^l of these pronouncements in the 
literature, vfhat is so new about NSOLVE?* 
Theodore Newcomb says that the role of 
science is not so much to, confirm common 

^ sense, but to define the.conditions under which 
\ comtnpn .kense happens to be true. Wiiile it is 
clearirtha: ; Freud is discussing the neuroses, the 
context 3f the f>ther quo^c^ is not so clear. 
Therapists* probleni solving is particularly a 
problem'in the treatment of neuroses, ai^d not • 

^^n other di^rders,: probably because^ of ' the 

Jdistress associated with uncovering repressed 
n}aterial. ^ ^ 

The findings illustrate the 



relationships 



among *^|)^ concepts of 4;echnique, personality, 
\ and outconie. Specifically, they suggest tKat 

the therapist must be careful in reacting' t^ 

neurotic-;:pf'obtems. Freud sat behind- .^e pa- 
'^>r-^tient in"<Jrde^;^'to^give himself over to his un- 
• cdiiscibus tfac^ghts^ Freud*s $pqe was an ex-^ 

pressive face.1Perhap5; a "poker face" need net 
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b6 so^carefuL In.any eVent Benedek is probably 
correct that the therapist e^pressojs his or her 
personality no matter what. But Freud is also 
right that .the therapist should try jiot to ex- 
prefliS himself iiL certain therapeutic situations. 
The issue is not one of personality vs. tech- 
nique* but ratther what light does personality 
shed on technique; and to what extent can we 
modify our characteristic predispositions when 
therajp^eutio situations demand that we do so? 
Pirt of ' thV significance of. the, present per- 
sonality findings is that they define the kinds 
of patient for which certain prescribed tech- 
niques are, appropriate,, " » , 

PsychoanalAis is particurarly associated^ 
with the tre^^ of tjie neuroses. While . 
many analysts ^ould insist that it is useful for- 
a wide range of disorders, still many would in- 
sist that traditional analytic methods need cour 
siderable modification when-^applied to other 
than the hencoses. If we assume a kind of cor- 
respondence *bet!Ween psychoafnalysis arid the 
neuroses, certain common-sense nSlions are 
difficult to ignore. Of all the meiital he^lt^i^ 
literature, the psychoanalytic iiteratiifrt is 
most literary. The offices and homes , of 
.analysts^ are /adorned with. art. Finally, 
^th^rapists hij^ in NSOTiVE reject the idea 
that science should have much to say ab<^ut 
moral values (table 16). Thus, the distrust of 
science ajid systematic research (Colby, 1960, 
^ p. 52-57) so common among analysts m,ay have 
soine functiortal utility in the treatment of- 
neuroses. * 



•■•;v 



SchizophEenics 



' Pof ■ schizophrenics we have one finding 
which is replicated. The $ predictor is derived 

,.from the percent of patients improved for 
those ^Phipps therapists who prjescribie^ no 



cessful therapist agreeing witfi all -of them: 
"4ble to meet emergencies quickly and effec- 
tively " "Stimulate . the ambition; of *my 
associates," and "Ekpressing judgments ■ 
publicly regardless of criticism", (table'- 11). 
These are altieis-o^ leadership, but of a special « 
kind. Whitehorn (1961) was much* confer He'd 
with the therapists* leadership yole in the ^ 
treatment of schizSplirenia. He described this 
. role as '^consultative" and "evocativfe." These 
items arid" others such as " Accept 'just criticism 
without getting sdre^ suggest that an active, • 
participati^^ invoj^enient is necessary to 
reduce the st)hizophrenic's feelidgs of aliena- 
tioi> (Ricks-, m4). Moreover, the active role is 
^mphasized4)y ^hfe. fict that* the S predictor 
\nd SXPRS A are positiyeV correlated with , 
the Preference for Diecision Making (tables 38, 

. 16). ' ■ - . ■■■ . . ■ ■ ' , ■,; y ' 

The personal involvement of the therapist 
' with the isthizophrenic is not of the kind asual- 
ly paried "sociability" or "extroversion." Th^re 
are a largfe number of "social" items in the 
SVIB that do not "discrimhrate success with " 
schizophfenicslFull-dress affairs. Interviewing 
men for; a job, Interviewing prospects in sell-* 
ing, Interviewing clients. Opening conversa- 
tion with a stranget, Meeting and directing 
' pepple, Writing personal letters, Raising 
money foi;^ a charity, Cong:^^^^al co-workers," 
Dealing wiftj people vs. things, Tell jokes well, ^ 
Many acquaintances vs. few intimate friends,. 
Win friends eaaily. Many societies vs. few 
' , societies.) The 4st*two items do distinguish 
^hose nherapisits whio sirugs^ 
- schizophrenics (table 63)1 fne relationship tha^ 
helps schizophrenics is m6re active and invok- 
ed than is iinplied by '^'sWciability'." ' 

The S predictor and SXPRSA are not 
significantly related J.39 a:nd .30 respectively) 
to thjT^her^pists' success witK schizophreoi,cs : 
for whom drugs were prescribed (table 18). It is 



- *? ■ r , , ,.>^ ' t,vWhp«ic anH it^ Darticularly risky when 



clusters. SXPRSA: are valid for another group 
v ot Phipps/ therapists,' those who prescribe 
' drugs; but only foa: those patients who did not 
v get'clrttgs Stable m S and SXPRSA fall Short 
significance* in predicting success when 
V drugs are prescribed. : ' . . . • 
' Clinical interpretation of these findings 
depends primarily on the meaning of SXPRSA. 
This cluster consists of tliree items,-the sue- 
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hypothesis, and i^ cparticularly risky when 
samples are small (N 12). but the findings 
suggest that this participative leadership may 
not be so crucial if drugs are preWfeed. There 
is, however, another set^f fimfMgs that sug- 
gest that ffther aspects Sf therapy with schizo-, 
phrenics are somewhat similar' regardless of 
whether drugs are/prescribed. First, thougjh, 
we consfder the origin of these other findings.. 
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So far in this chapter we have been concern- 
ed with replicated ^predictors and their inter- 
pretation. We turn now to predictors not 
directly interpretable and the personality cor^ 
relates of these predictors which make inter- 
pretation possible: While these **correlates of 
correlates" are hot as dependable as direct in- 
terpretation of predictors, there is one set of 
correlates which is peculiarly replicated in a 
fashion tbat gives considerable confidencet 

If we compare the correlates of the TOTL S 
predictoi: derived from the drug-free therapy,, 
at Phipps with the correlates of ABDRUG 
derived ttom drug-related therapy, there is a 
^ry similar pattern, Mo^ precisely, if we ap- 
ply the drug- free predictor to therapists not in 
a hospital setting (as discussed on pages 30-31, 
most of them don't prefer drugs as ' much) 
and apply the predictor for drug-related 
therapy to therapists in a hospital setting, the 
patterns of correlations are very similar (table 
19). These patterns indicate that therapists 
wlio are effective with schizophrenics are 
tolerant of schizophrenic symptoms and they 
are interested in how other people feel 
(Mosher, 1974). In addition to this "replication," 
there is still another reason forlaccepting these . 
findings: they are completely consistent with 
WWtehorn and Betz findings derived from 
clinical records (p'age 16 above),^ that success- 
ful therapists are. concerned wfth understand- 
ing the pati^ntt Yiot with reducing his symp- 
toms. , , ' » 

While we must use caution about specific 
correlates, it seems appropriate to mention' 
Toler^ince for Ambivalence because the finding 
is consistent with the ''need-fear dilemma*' of 
.Burnham, Gladstone, and Gibson (19(59). 
• Thus the pattei^^of traits for tbe treatment 
of schizophrenia involve^, on-the one hand, ac- 
tive» involved,' structuring leadership, 
SXPEtSA, while, on the other, tolerance and 
understanding, SD. While these traits are not, 
completely inconsistent, they are empirically 
independent (tables 14, 16). 

It is possible, though-by no means dear, that 
these two aspects of the treatment of schizo- 
phrenics bear a relation to two general aspects 
of leadership in. ^oups: the task function and 
• the supportive function. Daniel Katz (1973) 
reviews the findings and concludes that rarely 
can the two functions be carried by the same 



person. This emphasizes anew the demanding 
requirements of psychotherapy with schizo- 
phrenics. 



Personality Disorders ' 

Out findings with respect ^o the personality 
disorders are derived from the study at the 
Loysville Youth Development Center in which 
We developed methods for dealing with some 
knotty problems of therapeutic influei^ce in a 
milieu. While these methods yield reasonable 
results, they cannot be considered as valid as 
the findings from Phipps Clinic where each 
therapist was assigned to, and spent, con- 
siderable time with his patients. Moreover, for 
some diagnostic groups at Loysville, the 
number of cases is small. .We will concentratCi 
therefore, on patterns of findings ^ther than 
► on specifics* 

We have already noted above the similarity 
^ in personalities effective with neurotics at the 
Phipps Clinic and at Loysville. The other five 
diagnostic groups at Loysville do not corre- 
spond with any Phipps data currently avail- 
able. Of 'the five (situationals, subcultural iden- 
^ tifiers, manipulators, conformists, and asocials)^ 
all but the subcultural identifiers (page 78) could 
probably be labeled personality disorders. 

Among the patterns of findings, the most im- 
portant is the absence of pattern across the 
diagnostic groups. This is true whether we 
look at all six groups or only the four personali- 
ty disorders. In other words ** juvenile delin- 
quency" and "person.ality disorder" stand for 
groups which ' are much more heterogeneous 
than the schizophrenias, the depressions, or 
the neuroses. 



Moreover,^ if all of the groups are combined 
there are practically no findings at all (tables 
23, 24). The iriterpretrtion is clear. On the basis 
of present findings no treatment prescriptions 
are possible for ,the "personality disorders** as 
a whole. But there are meaningful findings for 
particular personality disorders. 

Of the four personality disorders, the 
numbers of cases are very small for two: the 
conformists, ^and the asocials. The other two, 
the manipulatory ai^d the situationals, provide 
more valid findings. < • . 



CLINICALINTERERETATIOH'^ - 
EF F ECJT I VENESS f^ATTERNS FOR VAR IQUS D ISGR D€RS 



PhippsClinrc 



\ 



Neurotics 
Schteophrenics 
Depressives 



Loysville f 




Neurotics • 




Perspnality Disorders' 
(Manipulators ahjcT . 
i Situationals) 



' ' Effectiveness factors tendto' be similarr 
— Effectiveness factors tend to-be reversgd. 





. If we compare effectiveness factors foy the 
various diagnostic groups at the Phipps Clinic 
and at Loysville, we find that the factors for • 
t|ie two personality disorders are frequently 
reversed from those for neurotics, schizo- 
phrethics ^and depressives. This pattern is 
presented schematically in figure 3. While we 
Would not necessarily expect similarities, it is 
curious that there are so many opposites. 

For example, there are a substantial number 
of findings for effectiveness with "manipula- 
tors.!* This group is probably nearest to what is 
usually^alled "psychopathic" or *'sociopathic.'V 
While therapists who are successful with* 
neurotics tend to like literature and art (fables 
13,n25); fheraipis who are effective ^ith 
manipulators dislike at least 10 SVI3 items !n 
the areas of writing, Hter^ture, art, an4 music 
(table 26). Still another reversal is fcJr the Quay 
item, "Most delinquentsr are not much different 
from other boys." This i3 agreed to by those ef- 
fective with neurotics and disagreed to by 
those effective with manipulators (tables 29, 
30). 



If ■ we compare factoM ^ effective with 
m^inipulatdrs and those effective with 
schizophrenics, we find several teVef sals: -the 
personality scales, Tolerance pf the Uilreailiistic 
Expenence, Preference £or l)ea^^ Making/ 
and Nurturance Anxiety (tables 16, 23) as well 
as two specific items, "^author . of a novel and- 
social problem movies (tables 11, 26); There aije 
no congruences. There is even one*' reversal 
. comparing factors for " manipulators and,^ 
I depressives— Qperating machinery (tables 12, 

'While it cannot be asserted that the treat- ^ 
ment of manipulators is directly opposed to the 
treatment of neuroticsi* schizophrenics, and . 
depressives, there certainly is little-in commoja 
-in these findings. The emph^^is for 
manipulators is on no^onsense controls and 
learning right^ from wrong (table 30). The 
-therapist is himself not very sociable (tables 
23, 29). \ . e ' ^ - 

Forthfe situationals we have mtle in the way 
'*.of descripition except ^at the Effective 
th^apist is not too (Remanding of himself (table 
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23). The origin*! "A-B Scale" of Whitehpf f and , 
Betz is n^gativi!^ fo this group, and this will be • 
discussed further in the next secttion (table 24), j| 

Thq . socialized subcultural identifiers ■ 
(includi^^^ many bjackaf) are not really 
"4is^order©d/' They^^ a^^ socialized to devlamt 
subcultures^ They are not well iserved by the 
;;lund ; .Qf actiy^ involvement which helps 
T schisophrenics (table 24). The prime vf et|uire- 
ment-ls fpir the thek^^^^ of prej- 

u<ii^6, : tfndf jhot bjtir dened with remorse (tiible 
. ':" 23K^he siic^ 

• with afubordinate^ (tables 29, 29); , , 

• In summary,^ the • labels "jtlvenile delin-. 
qiieiits*' and "personality disorders," cover a 
variety of pr,o)}lem groups which have little in 
common in theSe findmgs. For "situationars'* 
, and "manipulators," more pftert than not, ef fec- 
*^ tiveness 1^ characterised by the oppbsite of one 
or another aspect of effectiveness in treating^ 
the'yneuroses, the scliizophrenias, and the 
ressions^ ^ ' . » • 



The A^B'Punctional Reversal 

The original Whit^orn-Betz"A-B Scale" dif- 
ferentuited ■ the. A's ■ more effective with 
schizophrenics, fr^om the B's, not so effective. 
When McNair et al. (1962) used the scale in 
V.A. outpatient clinics, thie reverse was found: 
B's weref^more effective than" A'sv 

Although the diagnoses of the outpatients is 
not* known, these clinic^ generally hay^ about 
80 perceM neurott^ 

have been interpreted that A's are fnbre effec- 
tiv(4[ with schisophrenics while B's are more ef- 
fective with neurotics. In fact, there are a 
number of possible explanations for the 
McNair reversal: the A-B semantic reversal, 
female patients vs. male patients, 
schisophrenics vs. neurotics, schizophrenics vs. 

'personality disorders, and severe vs. mild 
disorders.^ " ^ ^ " 

With respect to the semantic reversal, it was 
shown that the original ^*A-B Scale," and in- 
deed other A-B clusters such as JSD and 

' DBUSNS, tend to reverse their meaning w'fien 
we compare therapists who have hijfh em- 
pathic interest with those not so high, or when 
we compare hospital therapists with 
nonhospitfal ,ohes (tal^|^ 3, 9). In the present 



samples, there are , few. tWapist^' frorf^ , 
outpatient clinics. However; taraful stujily of ' - 
therapists in other putpa^ierit cUnicsMndic . 
that the correlational: patterns, ar^- aibiilar tpj 
that for tlie, or iglnal Whitehorn-Betz 
therapis^srTt is quite reasonable that butpia* : 
tient clinics have a paychoi^pciai ptientetib^^ 
similar to that of the .Me/er-Whitehorn Ph 
.Clinic. For ?thfs reason; it is doubtful tha1^:lhe 
MqNair'reveiRsal is ai semantic^ rjeyersieil.^/^^ 
- Phipps patients tend to be about 5^/)^ 
female. The V. A. patients ar|^ pveryif helinirigly 
male, i'here is little iirforn^a^^^^ how sex 

roles influence the faCtQr3.ejrfe^iVe in therapy. 
We can only notfe that Ji4iile the^^^p^ 
neurotics are also p^edoimnat^^^ the 
Loysville neurotks are jjl' m of 
the same t herai>ist ^e^f^^onaUty factors ^seem to 
be at work for'neuij^tfiics in both settings^ 

Consider now tliiS. hypothesis most /coihnion- 
ly held and testM^t^^at A's are more e^^^ 
with schi^ophiHsn^cs whfle B's! are npore .effec- 
tive with ijeuroticS: This is u$ually^ a test 'for 
the isignificance of an inter^tion. An interac- 
tion TsdUlbe 9igni^Cant if one ^oup is relatively 
more effective than the other. The A s,4iduld be 
mor6 effective for SiSiA diagiiostlc groups, and 
the interaclioij* "ij^bu^ be significant if they 

^w4re vHdUv^Vy more^ effective with 

v^chizbphrenics.j^In point of fact, there have 
been studies wlilere the A's were more effec- 
tive with schlzp^hr and ^eqtially effective 

'.with the, B'? in ideating neurotics (e.g., Berzins, 
et al., 1972); Thi^^^^ of finding is consistent 
with som^ findinjgrs presented here: the original 
"A-B Scale" (for .Schizophrenics) is correlated 
only .22 with ' i'^percent-improved, neurotic" 
(table 14). Thus! there shonld not be any dif- 
ference between A's and B's in: their success 
w^h neurotics. i ; 

There.is, hoWeyer, another interpretation: 
the "Stiper-AV hypothesis is that A's can do 
better with schizophrenics and at least as well 
with bthiS* dia^^^ — 
inherent charaoterisCics of A therapists (Char- 
tier and Weiss,' 1974). This hypothesis could 
also.be supported by data presented here. It 
could be argi^d that since the A's show 
greater tolerance (table 16), they are more flex- 
ible, have great'er "plasticity" in Reich's terms, 

^ and can adapt to a wider variety of patients. 
There are some studies which are suggestive 



EKLC 



■J 



CLINICAL INTERPRETATION 



79 



of greater plasticity/ among. A therapists 
(Sfehuliert and Wagner. 19lr5; Smith, 1972; 
H Wnf uL Martindale», and Kaplan, 1975). 

lypothesiis most consistent with the 
fi^dihgs presented here is thteit the McNair 
•^versal is somehow/related to the presence of 
personality disorders in the V.A, saniple, or to 
the mildness of the' disorders in that' sample. : ' 
Findings discussed in the last section above 
poinl; to a reversal of success factors betw.een 
personality; disorders and the schizophrenics^. 
It is possible, for/ example, that "plasticity" is 
not helpful in treating ina|iipulators: ' 
, I^owever, f or ; only one of the personality 
disorders is there a negative reliation with the 
original *'A-B SMle'—the situatiorials (table 
' 24) and these happen to be the mildest of the 
disorders studied here. It is therefore difficult 
to say \*rhether the 'McNfiir reversal is related 
to (diagnosis or to severity, or both. ^ 

In any event, it should be kept firmly before 
'us that the findings presented here are for 
long-term treatment of institutionalized 
clients more severely disturbed than most out- 
^ patients.^urther studies are needed to deter- 
mine -r Ijbw these findings apply to mildly 
disturbed outpatieixts. Evidence in the present 
studies indicates that effective treatment' of 
' schizophrenics is different from that, for 
neurotics, but it is n6t the opposite^ unless the 
neurotics are in fact personality disorders, or 
mild situatio^als. 



I- 



The Functional Psychoses 

The 3D cluster is of particular interest for. 
two reasons. .The dimension it contains, rejec- 
tion of manualTand^ mechanical interests, 
dominates the original Whitehorn-Betz "A-B 
Scale" (table 14). M<ireover, since it is predic- 
tive of success with both schizpphrenics and 
depressives, it is possible that it stands for 
^raits^required in the treatment of the func- 
tional psychoses.* 

Unfortunately, the cluster is not directly in- 
terpretable in psychotherapy, and, worse still. 
It is multisemantic— it changes its meaning for 



*At, the Phipps Clinic, "depressives" included both 
psychotic and neurotic depressions. We cAnot be certain 
whether bur findings japply to one, or the Sher, or both. 
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different groups of therapists (tables 16, 58). 
For int^i'pretation we are therefore dependent 
\ipon| the "correlates of^correlates" uUder cir- 
cunastances where 'we cannot be certain* that 

' Ve are using an appfropriate "population,, i.e.,. 
one similar, to, the 35 Phipps Clinic residents 

' from wbom the' cluster is derived. 

Granted all of these reservations, the clinical 
interpretation of SD is that the therapist effec- 
tive with'psychotics is toletant of regression 
and interested, in others' feelings (table 16). He 
is probably high in nurturance anxiety, sug- 
gesting that (in spite ot his personal involve- 

- ment w:ith schizophrenics) he is wa^y of al- 
lowing others, to become dependent upon him 
(table 16)-. 

, These inferences are much in need of replica- 
tion. . ; , ° ' 



The Depressives 



In addifion to SD, there are two other 
clusters predictive of success with 
depressives. Not only do these therapists who 
-are effective with deptessives reject manual 
and mechanical interests, they also reject 
business interests (DBUSN'S, table 16). 

In fact, of the three depressive clusters (SD, 
DBUSNS, DCIVIC),- DBUSNS is the dominant 
one (table 14). Unfortunately, it is multiseman- 
tic (tables 16, 58) and requires the same reser- 
vation as for SD. * . 

Our best guess is that this rejection of 
business interests reflects a high degree of in- 
dividualism (^ejecting of social influence) Uable 
16). This appears at first glance to betan unlike- 
ly findin^^ince. business men yiirik of 
themselves as individualistic-^ However, if one 
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'It is necessary for many of the findings in these studies 
to distinguish between Ideologies, bri the one hand, and- 
behaviorThat 4nay relate to ideologies, olj the mother. The 
distinction is illustrated in ' several ways among the 
variables included, in the PTQ, Frequently both aspects 
were included to test which seenieH. to be the relevant one 
for the psycho-soci^ therapies. 

. For example, what is the. significance of the rejection of 
manual and mechanical interests? Is it possibly rejection of 
work as an activity ♦ or possibly rejection of the work etWc? 
It appears that the latter is primarily involved (table 16>. 

Deference Anxiety is concerned with accepting authority 
in a concrete interpersonal sense. Authoritarianism (An*, 

Continued oh next page 
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thinks of buisjin^ss men^sj fashions and other 
.Mpocts of sopiaij <fbnfoririity in business, it is 
probably qui|:^ reasonable. Thi^ rejection, of 
business imt we sis also probably! reflects anxi- 
ety about having to defer to ofWers (table 16). 
' .nejectioW of- business interests is also 
associated |with the lowy end ^ of the an- 
tidemocratic. (a^thoi'itatian)F Sple (table 16). 
These thewjipists are probably low in iethnocen- 
trism ^nd j^PB not likely to- have negative at- 
titudes toward serious mental disorders 
(Gilbert a^d Levinson, 1956)/ Finally, rejection 
of business interests is associated with 
tolerance p of the unrealistic experience (table 

(The third fluster bas been labeled pCIVIC. 
It \ consists ^f liking civics, disliking j( P. 
Morgan, fins^ncier, and ^preferring a ^ job liw a 
large corporation rather* than being an in- 
dependent business man. 'I'his cluster is cor- 
related, with a liking for being a labor ar- 
bitrator (tables 12, 14).. r . 

With DCIVIC we are trying to interpret cor.^ 
relates (rather than correlates of correlates). 
Still ii may be somewhat of a flight of fancy to 
assert that these four items represent a com- 
mitment to a broader social concern. Barbara 
Betz suggests that such a persop may provide 
a model of broad social interest for a person 
who is overly dependent upbtj^pne other person 
or only a few other persons. While the 
schizophrenic is not at ,all attached, the 
depressive is too^ attached to' others (personal 
comniunication)* Dependency in depressives is 
summarized by Chodoff (1973). 

In .nummary, our inferences for the treat- 
ment of depressives must necessarily be ten- 
^tative because of the nature of our data. They 
suggest that the therapist who" is effective 
with-depressiy.es is, on the one hand, an in- 

Continued from pre vioiLS page 

tidemocratic) is a broad ideology that tends to define rela- 
tions with almost everyone, peers included. The correlates 
of these two are not so very different (table 16). 

Finally, Individualism is jl personal resistance to^ocial in- - 
fluence (akin td Independence of Judgement). Rugged in- 
dividiuallsmt the opposite of what we are inferring in 
DCIVIC, is a* broad ideology. It is suggested that 

_ businessmen are high in rugged individualism but low in In- 
dividualism, and that this explains the finding^s with respect 

^ to the depressives Stables 14, 16). 



dividual resistant t6 social influence/ wary of 
others becoming flependent upon him, and anx- 
ious about having to defer to others. On the 
other hand, he probably has a broad social con- 
cern. He is not authoritarian or ethnocentric 
He probably views persons who have mehtal 
disorders as similar to other people. 



The Generalist Approach and the 
Differential Hypothesis 

Ih these studies there is little evidence to 
support the genflralist notion that there are 
good therapists and bad ones regardless of 
what kinds of problems are being dealt with. 
On the other hand^the^e are significant, mean- 
ingful findings to support the differential 
hypothesis that specific interests and 
predispositions in therapists are related to suc- 
cess with particular diagnostic groups. 

The firsjt question to be asked is whether 
therapists, who are effective with a. particular 
diagnostic group are also effective with other 
diagnoses. An affirmative answer to this ques- 
tion wouldamply a substantial positive correla- 
tion among the measures of therapist effec- 
tiveness for the . various diagnostic groups. 
Among the Phipps" residents treating 
schizophrenics, depressives, andl neurotics, 
while the intercorrelations are positive, they 
are low and only one of them approaches 
significance, the oije relating effectiyte^ie^s 
with ' schizophrenics to that for depressives 
(table 14, Triangle 1). This m^y reflect the 
presence of a psychotic factor iri thbse two 
groups. V ♦ / 

Among the Loysville staff , -there is only one 
positive correlation. There is a positive rela- 
tion for the two mildest groups — the situa- 
tional and the subcuitural identifi^ers, both of 
which some would assert to be "normal" (table 
22). : V ' . 

Thus although there is no support across, all 
diagnostic groups, it . is possible that the 
generalis Vnot ion-wiiH-eceive^somensuppor t 
those settings which are concerned primarily 
with mild problems. As pathology becomes 
more severe, it may become more differen- 
tiated, and require more differentiated treat- 
ment. , - ' ' . 
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A second ^^naweration is that the generalist 
notion may ^©^eive support in those groups of 
therapist^^vi^^ are in training or who Mve lit- 
tle experifeiice. In effect, there are in such 
groupX>J^wne persons \frho don't belong (not 
good^^ai^*^^^^^ and who will 

leavef or go into related fields such as research 
or adiministration. Were I not concerned for 
the anonymity of my respondents, it would be 
possible to point to some anecdotal evidence in 
sifpport of this idea. There is ho systematic 
evidence in the present' studies to support it, 
but the idea is discussed (page 61). 

There is a furtljer reason why th:^ generalist 
hypothesis g?ts acceptance. If 3 particular 
tslinic population is dominatied by a particular 
diagnostic group* factors which are really 
specific to that group appear to be general, for 
want of a wider reference population. 

As for the present evidence bearing on the 
generalist approach ' and the differential 
hypotheses,^ second kind of question ca^ be 
asked: are there traiti that all good therapists 
have in common? Aimbng the Phipps residents, 
a low Need for Closure is found correlated witii 
the predictors for all thi^ee diagnostic groups: 
the schizophrenics, the depressives, and the 
neurotics (table 36)! The notion is beguiling: all 
mental disorders are complicated And incon- 
stant; closure can never be achieved.in- treating 
them. 

While such an idea\ should not be rejected, 
there are two reservations. The apparent 
generality of this factor at Phipps could be an 
artifact of the way the PTQ was constructed, 
certain id^syn^iratic items being excluded (pp. 
41-42). The second reservation is that the 
need for closure fails to predict success with 
neurotics at Loysville, or indeed, with any 
group at Loysville (table 23). 

The most interesting evidence in support of 
the differential hypothesis, and rejecting the 
idea of "the good therapist " is that, while 
specific therapist personality factors predict 
success with specific diagnositic groups at 
Loysville, there are practically no factors 

— which predict therapists' success with all of 

; their youths (tables 23, ?4^)i 

One final reservation 'must be made about 
the fisiilure of the preseht s^ to show a 

■ general personality i^f^ioj in effective 
therapists; One study might Ibe interpreted to 



show such a factor (Garfield and Bergin> 1971a). 
They found their successful therapists^ did not . 
have elevated scores oh certain MMPI scales. 
There is widespread acceptance of the idea 
that therapists who themselves are poorly ad- 
justed are not likely to be helpful to others. In 
the present studies there is no measure of pier- 
sonal adjustment. (This was by design. See 
appendix 1). Therefore, /the present jstudies 
provide no test of the niost plausible general 
factor in the literature. On the other hd^nd, the 
present studies would go beyond the adjust- 
ment hypothesis and assert that personal ad.- 
justment is not enough to be effective in 
psychotherapy. ^ / 

What are the clinical implications of the dif- 
ferential hypothesis? It places an pnormous • 
burden on diagnostics. (Alternatively, the 
, findings reported above are all the more im- 
pressive, recognizing the frequently reported 
unreliability diagnoses.) If the therapist is 
reasonably well suited to his specialty, there is 
little that can be said about appropriate treat- 
ment unless we know something about the 
client's problem (Horwitz, 1974). / 

When we consider the implications of the dif- 
ferential hypothesis for milieu ^therapy, it is 
clear that, while individual therapists ma^ be 
able to adapt their styles to/ their clients' 
needs, milieus are not easily changeable, nor 
can they easily discriminate among their 
members. Consider the following Quay it^ms 
(tables 29, 30): ' 

I don't mind admitting to a boy that I can make ^ 
mistakes. ^ 
Officers or counselors should rarely let the boys 
k^ow that they (the staff) are wrong or have 
made a mistake. ^ • 

Therapists effective with Neurotics say "true" 
to the first of these items. Therapists effective 
with Manipulators say "true" to the second. 
This suggests that clients should be assigned 
to cottages or nursing units with varying 
milieus designed t6 match varying diagnoses. 
This idea has sometimes bee n deliberately im- 
plemented (e,g., Gerard, 1969; Palmer. 1974). 
John Williams, Director at Loysville, feels the 
idea has merit provided the institution has con- 
trol oyer intake and can exclude those who do 
not fit any of its treatment capabilities (per- 
sonal communication). In any eventi the dif- 



ERIC 



82 



EXPLORING THE PSYCHO-SOCIAL THERAPIES 



ferential hypothesis has many implications for 
the design of therapeutic services. 

Further implications for one-to-one therapy 
depend upon future studies that tell us 
something about therapists^ abilities to adapt . 
to individual clients with varying diagnoses^ If 
therapists can adapt, given an understanding 
of wl^t is needed by each client, there.is^ little 
reason i for long-run concern. If, however, 
x;lients are best served by therapists who are, 



for the most part^ expre^tng their own pe: 
sonalities, then the implications of the differen- 
tial hypothesis are far-reaching; they extend ilo 
the design of services, training programis and 
core curricula, selection for such services a^d 
programs, professional services review, a^d 
perhaps even to licensure specialties. The iim- 
plications are too far-rea^rhing for reasonable 
infierence from our presently available 
knowledge. 
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Implicati<^ for Research 



Thd. primary research implication of the 
studies reported here is as follows: relatively 
simple .conceiptualizations and naturalistic 
methodologies have, yielded meaningful, c6nr(^^ 
sistent, ahd, in some cases, replicated findings. 
As noted In the Overview, such findings are 
not the rule for research in the psycho-SQcial 
therapies. The first part of this^chapter c^ 
Aiders by simple concepts and methods are ap- 
propriate to this field at this time- ^ 

Thert is little doubt that researchers arie at- 
tracted to and f^el pressures toward certain 
prestigious approaches, e.g^ multivariate 
models and experimental methods. In gerieral, 
the prestigious approaches are those of "ad- 
vanced" fields where there is a large body of 
knowledge and conaplex conceptual systems, 
and where the task is to prove pr disprove cer- 
tain deviations frbnv thB existing store 'of 
knowledge. Such is not the case for the psycho- 
social therapies; the needs are for exploration. 
Generally speaking, referiee systems tend to 
penalize researchers who choose to explore, f©r 
the referees tend to start with the prestigious' 
approaches as ideal. Moreover, it is the 
prestigious approaches which are taught.. 
There are many journals in which it is impjf)S-rj^, 
sible to present exploratory findings. 
ploration, the methods develop with tlite da|ag^i^^ 
they cannot honestly be detailed first. Thus, 
the prevalent scientific biases lead editors to 
prefer an experimental study with null 
findings to an exploratory one which presents - 
some systematic findings and some loose ends. 
( This, then, is the bias against exploration. 
But the psycho-social researches suffer from 
another bias too. The methods used are those 
developed in the physical and biological 
sciences; they are not appropriate to studies of 

social behavior. This is discussed in the second . 

part of the chapter^ 



I am not suggesting that we; be less rigorous. 
Indeed, in the last part of the chapter, where 
lore detailed implications are presented, I will 
iplain about the lack pfa particular kizid of 
|gor iii most of today*? behavioral research: 
?nis is the erroneous assumptioni that all 
human beings< are alike (spawned also, in 
biology). There is a general failure to adequate- 
ly defiiie human ^ubpdpulations, to sample 
them properly, and to attempt to include all 
who are sampled. 

This chapter is concerned with research 
strategies in exploration, the limitatioiis of the 
biomethodology, aiid the specific implications 
of the studies presented above- Throughout 
the chapter the emphasis is not on determining y 
which approaches are "right** or "wrong*' hut 
rather which are optimal in. the sense that they 
maximize returns and minimize erirars^ a^^ 
biases in this research area at its prese^nt/siag;^ 
of development. * / 

Research Strategies in Exploration . ' 

In the year 1500, Cpluihbus ^had a^^ 
discovered a way to the E!ast by sailing west, 
. but most people,, and indeed ^}ost; scientists 
'believed that the 'earth was flat ariif^^^^t^^ 
sun and the planets revolveci about it Cojper^ 

f' :us found this (5oncepti6n unsatisifactbry^^^ 
rked (or several deeades 0n^/^^ problem, 
ally srending the lasjt of 1^ Jtet?ci<M- 
nibus. to print ^tien he was on his deathbed 
in 1543. He c^trn^ct no p^oo/. It would, b^^^ 
seven more decades before Galileo, usmg the 
ne^ly discovered telescope, <;ould provide the 
proof, and yet another seven decades before 
Newton could describe with precision the force 
* of gravitation that explained the movement pf 
the planets, of the tides, and of objects on earthv^ 
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The questi^^ Copernicus as'ked — did the su - ^ ) 
and the plan revolve around. the earthy 6t /// 
4i4 th^.^eart^^^ planets revolve atoUnd / 

the sun— was jtiot an easy question, but it^was a' l^. ' 
relatively drcumscribed one. Note that he d^d / / 
hot iaskrAre the drbits cii^cles or eljiipses? Th^s 
was Ki&pler's problenv 70/ years later! He; did 
not ask whether the sun and the planet^ r<6tate ; • 
on th^ axes, This was Galileo*s; Neither'^/'^^^^^^^ 
Kepler's Galileo's coxild have been usked * 
; until, that^of Copernicus was ans^ivered. j 
This illustrates tyro pifopositioris: .7 V 

1. Exploration should not be bjirdehed with 
proof. When we demand proof, we inhibit 
systematic exploration. Thie literature p{ the 
psycho-sociaf therapies is tejpiding to polarize / " 
toward case reports on the brie han<ii and con-/ 
trpH?d experiments on the other, 

2. Certain questions are']irior qui6sstions; Un- * 
til the prior questions have beei^ dealt with inv 
at least a preliminary^ way, the niceties of the . 
model cannot ev-en be approached. For exr 
ample, when o iSullivan ^;/^uggests that torn- 
munication is \:^ublimi.nal, he may , be 
precipitating ?i prior qiiestioh (page ^6 above). ^ 
If communicatibn in therapy largfely 
subliminal, certain kiinds of manifest process 

I analyses are not likely to yield useful findings. 
In the psycho-social tj|^rapies we have not yet 

/identified the relevant variables. Are there 
£ny guidelines that can be Set up tfiat would 
heljp us to proceed in an optimal fashion? 
Consider now the following paradigm: Given 
' BLANK time limitations, and BLANK 
orgariizationaj climate, to achieve a BLANK 
objective, with a BLANK type -<lf patient, ^^hci 
has a BLANK type of problem; at a BLANK 
stage of development, -a BLANK typle of 
ttierapist, should use a BLANK type of tech- 
nique; in combination with BLAJMK other'types ' 
of treatment, under BLANK conditions, at a"^ 
BLANK stage of therapy. The task iis to fill in 
the BLANKS. While slightly overdrawn, this 
paradigm is not really too different from some 
you will find iii the current literature* Having . 
defined the problem as impossibly complex, 
each investigator is free to pick two or three 
blanks he or she likes, and to. emerge some 
time later, as often as not, with null findings- 
Unless ^he researcher picks the two or three 
which have a critical role in the variance, null 
findFngs are almost certain. 



• Recognizihg.that each of the blanks actually 
stands for a number of variables, not a! jingle ; 
one, it is appaf^nt that the nuniber of vartables 
is legion. In thii situation We do not seek proof, 
we explore as^Gppernicus did. We mejasure a 

.large number of variables as cheaply as pos- 
si]t)le^sb that w<^ may distbver tliose which' con- 
tnb^ute most to tlijp yari^ 

But explpration is only a partial answer to. 
the i^uestiph-. T are too many variables 
ev^nvfor expioration. We musi find some wajr; 
tpy simplify tlie blankety-tlank qufestipn. 
(Imagine how patients'^nd )thera!pists we 

„\y^ouId need to deaLwit thiis question!) ' i 

T\i^ task is t6 optimizer In the Introduction 
(chapter; kind of noiiop^ 

timizing:^:p energies into- 

/^easMring:;the outcPme independieht 
yanabW iis t^ gr^^ntjad. Another 

aspect of ^ choice pif critical 

yariabies.;; G stiiicjies suggest 

thatVcertato^ critical while ; 

otheitis c?tii ;b Qrie' Pf the. critical 

ones/is tiie: type; o'^^ prpblem >f the di^^osis. In 
those studi^vV?^^ type of therapy was 

measured, and^^W^ 

the study, the diffetential hypiotli^sis received . 
support. Thus *4;y^ of problem** (diagnosis) is 
a critical vsiria^ r v " ^ 

Not./pnly*^^^(^^^ Tioncritic^al blanks * be post- 
poned; a- critical blanl^can be postponed if it is 
hij^hly correlated with a critical blank which is 
ijfiSiude^^ we include the type of problem 

in a study, we have specified to a degree the 
type of outcome. In^fact, sonie' of the specific, 
phobias, for example, have a very limited im- 
plied outcome, and some of the most successful 
therapies address themselves-only to that out- 
come: relief from - the phobia. This is not to s^y 
that outccime is always pr,. even usually in 
terms of reduced symptoms, but rather that 
outcome is ipiplied in the problem. It may be 
hic^, and even elegant to measure social func- 
tioning, or income, or self-esteem before and 
after, but these outqpntes are differentially in- 
volved in different problems. 
/ For e^ it is frequently asked whether 

the outcome of therapy should be judged by 
tihb patient, by his or her family, or b^society. 
tii fact, neurotics generally come to treatment 
because of their . own feelings pf distress; 
psychotics are frequently brought to treat- 
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Kinjent ' by ^heir: fainliieis; and sociopaths are 
brought to trea.tmetat by society. Caii: there be 
a 'general an$wi!r,to this question that does xfo% 
coiisid^r t,he nature of the problem^^ The cor- 
relation bf&tw'een type of prcillem"an;<ji type of 
dutcoitte is further discussed by 
Gut first tosk in the psycho-social therapies is 
to discpyejt what ameliorates the probiem. The 
fringes^ ^me later. ' ^ : j 

; There is another in the bliankety- 
blarik>4uesii6n to which we have already giv6n 
considerable attention; type of therapist by 
type of technique. It ii^not uncommoDf Ifor our 
xh^thodblpgists^^^-^^^ about how|iwei,?wiH 

/ever separate thie therapist from hi^ ;ot -her/^ 
technique. They are thus implicitl^^^^ 

■ Lionells' findings ^ ^^t^ the thjerapist's ^er-. 
s6hality detei:i9ines; technique. 1 view this con- • 
fbundiug not as a^ w^ it per- 
'ihjits us to simplify the paradigm by 
svili>stitpting personality for technique as a first 

V;ai)proxiiAatibn/ Later, ^ we can sieparate them in 

■ specific studies designed for this purpose, 

/ ; Another critical variable is "other types of 
/jtreatnieiit." If^ example, drug therapy has 
been shovm/ to affect t|^ behavior of patients : 
(for better or for w;orse), this variable must be 
included. Then there is "milieu t-herapy" — 
more often thiin not called a "control group." 
^ How^can we hold the expectation that contact 
.with a psycHojtherapist, in many cases no more 
tfeah 5 or 6 hours a we^k, is critical, w^ile the 
score pf hours with aii aide is libthing? ^n^th 
: chaipter on juvenile deIinquei^cy,^G^ 
and ij tried to <3eve^^^ the 
T^Ui permit us to stud[y one-to-one relationships. 
within the miKeu. ^ . • ' , ' ' 
• \ My reading pi the curre^it literature is .that 
the. other blanks haye not yet shown 
tliems^^lves to be critical. The critical ones ap- 
pear to be: U) the type of problem . 
(2) sonie measure of changa: With respect te^ 
probleni, (3) thfe therapis^as a measiife of the 
nature of the pj^ychc^social therapy, and (4) 
other treatments. * ^ ' r 

Limitations of the ''Bion|ethodoiogy" 

' Let us assume, that we can do a rational job 
of simplifying our conceptualizatioys, that we 
can learn to ask the right questions. Still we 



founder oh. the, elegarice/of 6\xi methbdbiogy. 

7 The "apiprovedV methodology is that which 
provides "prool'*' The "apfiroved^' methbd^^ 
olbjg^ assumes a body of k-noNvled^^^^ the task 
being to "prove" a devi^tibn fir^^^ of ; 

knowledges The HietJ^odoXogy tberefore makesv^ ^ 

^ the same megalomanic etrprs thisft our conc^p- ^ 

. tualizations made when applied^ to researclJ^ 

' the psycho-social thej^apies. \' ''->^.^'!^K'- 
\ The task of scierice is such tfiat y/fi^c 
be aUt'e that we have achieVed Jiha^j^^^^ 
matter how elegSjjit" or perfect the studfies^^^ 

> xepiications, some young upstart will dt^roy ^ 
them with a;new variable previously 

- . There is such?: a thing as Relative proji05 sbiiie 
things are better "known'V than other's; But if 
we do not know what shcjuld be measured or . 
manipulated, there^is no sense to proof. If we 

' do not understand what dimensiohjilJire basic^ 
there can be no relative proof, jtf^Uier^^^^ 
body of knowledge/ we shp*dd e>c|il^ 

In qne recent experinMnt' thepe^^?^^ 
groupsJ^Mi.f xperim^tal group fiTO't-^p c^ 
groups, a|placebo contrbl, and;^%i^^ontrol. 
The research*^ protocols ;|j^re^e^(e^ 
siderable resources were'TeWpended in rife^asur- 
ing outcomes anxi oth^r. characterise^ 
tients in all three groups. -If tJie experime^^ 
had provided instead fpr three different kinds 
of pisychotherapy, and had n:jea$ured the kini^ ' ■ 
of psychotherapy, the increase in ^xpenditM^^ 
would not have been^eat, but we* would idiow ^ 
a great deaU more about. th<^j)^ych^s0cial^^ 
therapies: three Myaluat«ii iostead of: pne* , ■ 
While the depeiii|^nt variabpBS wet-^^^^ . 

\ carefully measur^jdt' -the •yfiri'^^ 
therapy* was ^ot ftieft^re^^^^ all. So* there still f * 

■■ was no "proof^^ -i^i^ ^''P^ '■" ' : y 'f ■" 

Wp arQ easilj^be^ui)^^^^^ picetifes-of 
melRod, buti aiS .we,sh4^ s^,:$6me, bf'^^^^ 
niceties are reaUy not ;t^^^^ 
say that w^ar( ig?ib^^ 

about methods; we cann^ concern 
ourselves with basic pnncipies^ie.g.;^!^^ 
aissignment, or some waj& ^f a^^ 
But the desigi^ ihliist be^* deyeTpped^ifof ^ach 
problem, not t^ken ^rom^a textbopk^^ 
perimental desi^ 

Not only has/ihe biomethodology i^teered us 
toward seeWiig , proof . It has failed to definf?;in3- 
portant methodological principles that^are njejieded 
« for the Auman sciences, basically oUr one^liod- 
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ologies are those appropriate to the eyiilua;^/^^^ 
tion of hybrid * corn» x>r the subdivisiori oif^ V 



amoeba, or the growth of tumors in rats. 'iTjhese 
methodologies do not allow for the effectj^ of 
Atman ^xpectalions^ with one exception: the 
**plac6b<)** designed to allow for the expecta- 
tion that "treatment will help.'V Th^ placeti^^^^^ 
makes no allowance for negative eiJiipectations, 
.nor does it make allowance for the power of 



^ot'tiew at Hjf^horiie^^^^ Vif^s/the ^ 

/fadt that tl^ 

wcluding opibr^j^^^^ not expliEiin 

^alj of /th^- effjfelci^^ 
ito ;be <iue;^i^ 
sh^ir ed- exf;^^^^^ 

spme/ca^sla^^^'t ^ ex|)ecta^^ in inr 



shared expectations in a social group. Picture \ cjp^asei prodiit^^ the effect was 

ydui*sd|;about to start irroup therapy with the / \ iu^^t;^^ / / • 



y6ui*seM. about to start group therapy with the 
followi^ group: they have just arrived to' sit 
;.and wait foj the end of the world which is to 
appen at midnight. Migh^ no tC be dif- 

ferent from -your usual 

In order to see the power of expectations^^t 
is necessary to have a clear understanding of ; 
the "Hawthornfe Effett/VMouBtains of material : 
have been written adbout the Hawthorne ex- 
periments, and stiil the misconcepfj^^hs 
abound. It would perhaps be appropriate to 
say: Never have so many been so confusedV 
about st^much. At a recent larjge sympbsium on 
evaluation>>tJi£ chairman was heard to say: 
"The Hawthorn^ effect was an experimenter "i^*^ 
effect, and experinienter effects weiar off." 
What is properly called the Hawthorne effect 
was -a very special kind of experimentation ef- 
fect that did not wear off. In some instances 
the effect persisted for years and was ended "* 
only by the dissolution of the experimental set- 
ting. Fdr example, in order to vary the il- 
lumination, the experimenters moved some 
employees to a separate room. Their findings 
indicate' that the move to the separate room 
had permanent effects which were far more im- 
portant than the changes in illumination. Thus, 
in humans, experimental manipulations can 
create umntendfed expectations. When expec- 
tations are shared by a face-to-face group, they 
can be very powerful indeed. As Norman F. 
fMaier put it: "It was not an experimenter ef- ; 
feet that was discovered at Havtthqrne; it wa* 
the social system." • , 

• Much of the misunderstanding and over- 
simplification of Hawthorne is cleared up by 
Parsons (1974) in his concise, precise 
reanalysis. But e>^n he seems to me to have 
missed the punch linei His revelation that some 
of the effects could be explained by operant 
conditioning is useful but not surprising. 
Operant conditioning was indeed the rationale 



\ ■\ I^^sw>iis: thi? ! importance of 

il^iySed^^ to call 

fhem'"^'c^^ 'JThere is much 

^ic^Vmuch pf : this sciences^ **My 

^ariaWes ar^^^^ conditions^ or 

^ V;Nc^' on to ; 

jharidie the coniple^^^ it 
ifails ito ^dear - w of 
therapists. We might get ^a^ 
the therapist in, the dri^g^^^^ bat not* in- 

the psycho-spcial therapies yher? relation- 
ships are so importan^.^Mprre on this below. " 

I have stated that the bipjiineithp^ 
us toward proof inste^a^ of tpw^rd^t^ 
tiori that is neejd4dr:;Pt^ 
bdology is unable; ti^-^hja^ ex- 
acerabate, the cprajpiex e^^^ expec- 
tations. Before iiitis^^ in 
more detail. I wUl n^^^ prob- 
lem with the bipmeth^ burden, 
the most troubleioiniB: in the 

wajr of our learning^- is that tl|^ bipmethodology- 
distorts the reporting Of finding^^^^^ human 
reactions are too bften viewed "frailties" of 
method, which : if known will consign the 
research project to , a second-class journal. . 
These pseudosci^ntific cpiijcerns interfere with 
the development of a' true methodology for 
behavioral science. A v truly scientific 
behavioral science miist deal with these 
**frailties,^* not deny and ignore them. 

One stufjy has 1 been roundly criticised 
because some members of the control group 
got themselves, some therapy. Why can't they 
behave like corn stalks? The issue here is not 
the ethical one of withholding treatment, 
although the ethical one is the controlling one. 
The issue is a scientific one. jffoit; caw we 
assume that their desire for treatment^ or the 
lack of iU does not affect pur findings? In short. 
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the ethical issuj6 is requiring .us to be more, not 
less (as some seem to supi^ose) scientific. , 

For more tlian 30^^y^^ I have observed 
eyaluatipnis, conducted them, talked informally^ 
with investigators and with their subjects. I 
h¥tve found that Jn many experiments there 
Were human re*^ could have had 

important effects on the outcome and which 
were not reported. In some cases, the human / 
, interactions are viewed as **dirty linen"; it 
wbuld be "bad taste'* to report them. In other 
cases' the experimenters themselves were' 
vtraumatized/ thrown out of thia research set- 
tings sometimes scapegpated by competing 
g7rbups» or by resentful admifiistratprs, There 
are many too many of these experiments 
Whfere the people want toladfcabo!lt it" 

or have come to\ddmHii4t^pic'5]^ were en- 
countered. / 

There ai^e exceptions of course. Joan Rit- 
tenhoUse* is detailed report of e^tperimental 
troubles will be discOssed below. For now, let 
us illustrate the problems of the biometh- 
odology by considering two important issues: 
random assignment and control groups. 

Random assignment is a most useful prin- 
ciple. However, ribt does not in itself assure 
equivalence in groups being compare^<^l^al- 
ly, experimenters go beyond and compare their 
groups on background factors. Grossman (1952). 
did this and found no significant differences. 
But when he went still further and compared 
his groups on their expectation^ regarding 
therapy he fouhd significant differepices, iSuch 
expectations he^ reasoned are far more impor- 
tant in the outcome of therapy than age, sex, 
and so forth. 

Rarely do investigators attempt to measure 
patienta' expectations, although spmetimes it 
is done retrospectively. Sloane et |ilv (1975) 
T^^^oxmd some interesting explanations for treat- 
ment failures by asking about expectations. Iji 
brief, the expectations had been violated. 
o; When tanidom assignment is explained to the 
patient, it may have negative placebp effects 
by raising doubts; as to whether he is receiving 
appropriate therapy even though we tell him 
that we do not know which is iirore effective. 
This last explanation itself ^can have negative 
placebo effects. , - A / 

We should always attempt random assign- 
ment if it is possible to do it witiicitit creating 



expectations and resentments. When we coiner 
pare institutions and pfograms, we frequently 
cann^ot use random assignment. In this case we 
should attempt to equate populations on other 
measures, !hopefuUy. mduding expectatiops.; 
Caine and. Small jl963]H^esent an interesting ^ 
comparison of institutionsi ' 

While comparisons of diagnosis, severity, ex- . 
jsiectations, etc., do not assure us of equivalence 
(Kraus, 1959), we must always be aware that , 
random assignment also does not assure us of • 
equivalence, and that the latter ^has some • 
disadvantages of its own, including not only ' 
placebo effects but also, probably a greater 
selective loss of subjects. The question is not 
whether bias can^ be eliminated; rather we 
must decid(^ hpW it can be minimized^*. ' 

There ^are situations where the regular ad- 
ministrative procedures result in nearly ran- ^' 
dom * assignment (without having an ex- 
perimenter stirring the place with a stick). If, 
for example,, assignment to wards is chiefly on 
the basis, of empty beds, then cdmparii 
come of these wards may result in less biased 
findings than would a controlled experiment. 
In the Phipps GUnitf, where Whitehorn and 
' Betz . did their research, assignment to 
. \ therapists was chiefly on basis of patient \ 
load; Occasionally, a therapist might ask for a 
particular kind of patient because he had not 
had an opportunity to work with that type for 
awhile. Such requests tended to be honored. It 
would be helpful if the basis for assigning each 
patient were a matter of records ^ 
' We turn n6w to the second issue: the "con- 
trol ^f'^up."^ While the problems of the bio- 
methodology undoubtedly extend to both ex- ; 
periinental and control groups, it is particular- 
ly witTi respect to the latter that the scanty 
evidence available is most damaging. In 1970, 
Fiske et al. (Donald Fiske, Howard Hunt, 
r Lester Lubbf sky, iMartin Orne, Morris Parloff, 
Morton Reii^er, a)^d Hussain Tuma, a truly im- 
. pressiye group) wrbte: Vlt is impossi^ 
ceive of a true cont^pl group. . (1970. p. 24) In 
view of the number of investigators and critic^ ■ 
who are continuing to demand control groups, ^ 
this judgment seems hardly to have been no- . 
ticed: It is my hope h^re to be more explicit and 
detailed, and thus bring the issue to greater 
discussion. * > 

7 Som^ of my complaint hais to do with the! 



88 



EXPLORING THE PSYCHOSOCIAL THERAPIES 



name "control group/* Frequently the com- 
parison -between the experimental group and 
the **other** group is of interest; it is substan- • 
tial and worthwhile. If we could accurately 
describe what, was done to both gfoups of^pa- 
tients, part of the problem would go away. If a 
particular type of therapy is compared with 
"control groups" in two institutional settings, 
one being a high staff-to-patient private 
hospital and the other a back ward in a State 
hospital, it should be clear that the con\- 
p'arisons will not **add up": the control groups 
are not equivalent, and the comparisons are 
not equivalent. We have no scientific reason 
for calling these groups "control' groups." 
However, when we give up the name, we are in 
effect Comparing two or more treatments, as 
Fiske et al. make clear we should. 

But this solution does not end our troubles. 
It is not uncommon in studies of inpatients to 
draw both the e'xperimental patients and the 
"control" patients from the same wards. This is 
done in the name of, and proof for, "experimen- 
tal control." It is also not uncommon in such^ 
studies for the • ^control" group to show a 
deterioration over the course of the experi- 
ment (Buckey, Muench, anti Sjoberg, 1970; 
Kraus, 1959; Peyman, 1956; Spear, 1960K Of 
these investigators, only Kraus discusses the 
possibility that control group patients feel re- 
jected. It is certainly reasonable that a patient, 
seeing others getting treatment that'^as not 
given to him, should feel that the hospital had 
given up on him. If alternate treatments are of- ' 
fered, this rejection might he avoided. Still it 
would be useful to know how the treiitments 
are perceived. . k 

Control groups can cause damage to ex- 
perimental groups which axe on the same 
ward. "One problem for which no satisfactory 
solution was ^ound lay in the tendency of some 
patients in the psychotherapy groups to listen 
attentively to some of the more intimate 
revelations of the other patients andito scurry 
back to the wards and broadcast them to other 
patients not in the group. This at times led to 
some embarrassment, and encouraged some 
members of the two psychotherapy groups U 
deal only With superficial issues, or else to' 
become significantly less talkative during later 
sessions" (Peyman, 1956, p. 39). 



Control groups in outpati^n^ seltihgs a^e 
plagued with the problem that controls seek ^ 
help elsewhere. Even if these contacts are 
known there is a problem in defining which of 
the contacts are to be considered therapeutic, 
which controls sare disqualified, and whether 
the remaining controls are still representative. 

It IS not my intent to suggest that coiftrol 
groups are not possible in behavioral research. 
• In some educational interventions, control 
A groups have been used successfully. In mental 
health settings, a control group"^ is feasible 
where the clinician has advertised for his "pa- 
tients," or where he seeks out his client 
(Massimo and Shore, 1963). However, when the 
patient has a presenting problem, it is doubtful 
that he can be "contrplled." 

Turning now to the therapists and how they 
feel about experiments, we find ourselves in 
the middle between two fervently held and 
conflicting faiths, the. one insisting upon ex- 
perimental control while thfe other insists upon 
optimum care (see Colby, 1^60). It is not s'ur- 
prising that some of the best experimental 
evaluations are thos^ where the researcher \ 
and the clinician are combined in the same 
person. 

The conflicts rarely surface in print 
although they are frequently encountered i 
^informal discussion of projects. Sloane et at 
(1975, p. 55-5^i^devote several paragraphs to 
the conflict andth^ bruises, but do not indicate 
that it a^fefct^d the Results in any way. One can- 
not help but ^^der whether "psych^therT 
apists" might hot feel more bruised by a con- 
trolled experiment than "behavior therapists." 
Gunderson, Schultz, and Feinsilver (1975) and . 
Grinspoon, Ewalt, and Shatler (1972) touch on. 
some problems in relationships between^ 
researchers, therapists, and administrators. :f 

By far the most' detailed description of the 
difficulties in a field experiment is tha^ of Rit- 
yenhouse (1970). She provides a freaMife 
description of the problems of establisiiing an^ 
controlling the independent variable, of ran- 
dom assignment, of control groups, and of the 
expectations of therapists, patients, and their 
families. In . some instances she is able to in- 
dicate how the problems miglit have d^iniaged 
the results. (She does not, however, provide 
the systematic treatment of patient expecta- 



ERLC 



IMPLICATIONS FOR RESEARCH 



89 



tioni3 which is found in Sloane et ^ 1975.) Con- 
sidering the-difficulty of the project o^ which 
Rittenhouse reports, all will agree*6hat1t was 
carried off very well. Moreover, the s%nificant 
* findings cannot possibly be explained in terms 
of the methodplogic difficulties. It is not my in- 
tention to summarize either the project or its 
^ problems. However, soine^wpects of the study 
illustrate the need to minimize biases. 

The "rules of experimental design dictate 
that one first define the population, and then 
randomly assign each member to* a treatment 
or control group^ For human populations this 
usually means that one must determine not 
only who is eligible, but also who is willing to 
be assigned to the experimental treatment. Ac- 
cordingly, it was explained to each patient and 
his family that he might be assigned either to a 
L - hos pital treatm ent team , or to a team con- 
ducting family therapy at home. To prevent 
selective losses, they were told that if they did 
not accept the assigned treatment, they would 
not be admitted to the other treatment. 

The researchers encountered resentments 
from patients and^ families who wanted the 
other treatment, and a number of losses for the 
same reason, and for the reason that the clini- 
cians asserted their right to transfer patients 
between the treatments for clinical reasons. 
Not all "bf the losses and resentments could b^ 
avoided in any case. But if the random assign- 
ment had beeh made on admission, and pa- 
tients told only of their assigned treatment, 
some falise expectations leind negative placebo 
effects would have been avoided, and the 
biases might have been less than in the un- 
critical conformity.to the biomethodology. This 
is presented as an illustration of a research 
choice where biases will accrue in any case and 
where the task is to choose that method which 
will minimize bias. 

Had the experimental program been treated 
^s a "new service," which it was, instead of an 
"experiment,*' further expectations and 
resentments mighf^have been avoided. (The 
. number of natural experiments which we have 
failed to evaluate is legion,) Finally, it is to be 
noted that the procedure used is quite "ar- 
tificiaL" It introduced forces into treatment 
that Would not be present in a setting where 
familjThome treatment is a standard pro- 
cedure. 



These are the chief concerns about the 
biomethodology: 

1. The biomethodology assumes a body of • 
knowledge about! which we seek to prove or 
disprove certain deviations. When no body of 
knowledge is av;iailable, the biomethodology 
does not provideja framework for exploration; 
Seeking proo^ wlien we should be exploring is a , 
waste of researcli resources- 

2. The biomethodology does not provide an 
adequate framework for understanding e/fects 
of human expjectations which are uninten- 
tionally createfl by the experimentation. Such 
expectations, pf patients or of therapists, can 
have effects ^'which are both powerful and 
lasting. 'j • 

3. The biomethodology discourages the 
\ honest repoiiting of difficulties encountered in 
th^, conduct of experiments. It thereby con- 
ceals the ejects of human expectations, aiidlt" 
prevents ojxr learning hqw to deal with these 
"difficulties" It discourages the development ^ 
of a truly scientific social science, 

4. A "control group" is" generally desirable, 
but it maA^ not be possible or desirable in the 
evaluation of the psycho-social therapies* 

a- If tnere is a presenting; problem, and 
thet-e usually is. it may be difficult to 
prevent.patients from getting treatment. 
IriUthese days of pastoral counselors (to 
sayl nothing of bartenders), cassette 
courses, etc., how does the experimenter 
prevent the patient from getting help? 
How do we evaluate whether he has got- 
ten heli),^whether he is still a control? 

b. More important scientifically, our at- 
tempts to control the subjects Blind us 
to the fact that the patient's expectations 

' about treatment, and how they are met, 
are critical variables in the outcome. We 
will never understand the psycho-social 
therapies so - long as we ignore these 
expectations. 

c. Contrbl groups can create negative placebo 
effects that are not adequately/handled 

t in most current evaluation designs. 

d) The most frequent design is actually a 
comparison of an experimental treat^ment 
with the "usual" treatiAfent called ''con- 
trol group " The term "control group" 
* blinds us to the fact that the '*usual" treats 
ment is quite different in different set- 



90 / EXPLORING THE PSY^ 

tinjfs. Such c<>inpari80tis^;e^not be ex- 
pected to **add up^' across studies, 
e. Given the limitations of our present 
knowledge, the (Scientific yield would 
. bi^Vgreater if, instead, of comparing an 
enierimental and a control group, we 
were to compare two. psycho-social 
/therapies^ provided the two therapies 
/ are defined sufficiently precisely (e.g., 
therapists* personalities) that comparison 
across studies ^is facilitated. It is not 
enough to study "psychoanalysis" or 
"behavior therapies.*' 
5; Certain scientific principles inherent in 
the controlled experiment must not be 
"thrown out with the bath water." Never- 
theless, it is probably not true that a principle 
like random assignment can best be achieved 
always in a controlled experimenf^^ Under cer- 
tain conditions it might better be achieved in a 
natural experiment. 

J 6. The natural disaffection and distrust be^ 
ween researchers and clinicians are so great 
we should come to expect that those who con- 
duct controlled experiments in clinical settings 
will give U3 detailed measurements of the clini- 
cians' attitudes toward the experiment. 

7* There are no absolute answers in the 
choice of methodologic tools, the textbooks not- 
withstanding. We can hope only to minimize 
biases, not eliminate them. In existing studies, 
the various kinds of biases have usually hot 
been meiasured and/or reported. Among these 
biases are those in the selection of patients and 
therapists, and those that result from ex- 
perimental' manipulations. It is indeed likely 
that the "tighter" the experiment, and the 
more it has intruded upon the clinical setting, 
the greater are the biases of selection and 
manipulation. * 

Obviously, the studies reported in this 
monograph do not proyet or even illustrate all 
of >hese propositions. I mean only to suggest 
that the simple methods of Whitehorn and Betz 
avoided many of these problems in that: 

!• All measurements t^nd "manipulations" 
were part of the estaWshed clinical routine. 
They were not part ^f an experiment. No 
expectations were created for either 
therapists or patients. 

^ ' lu 
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2. AU measurements either preceded the 
therapy or followed after the therapy had 
ended. The measurements themselves 4 
probably did not affect the therapy. This 
is discussed further below. 

Because of long experience with evaluatio^ 
studies, I have been sensitized to these isisues. 
I wondered, for example, whether the Phipps 
therapists would not discover that they had 
been labeled "A" or "B" and whether this , 
might produce resentments. I have been 
unable to find such resentments, although I V 
have talked with a number of persons who par- 
ticipated in this research. By contrast, I have 
encountered resentments in several ex- \ 
perifnents. A number of techniques have been 
used to bar m^ from contact with persons whb 
participated in some experimental st;idies. In 
" somlTcjases where I had contact, given Ihe con-,»' ^ 
text of our discussions, persons who par- 
ticipated should have volunteered their par- 
ticipation, and they d\d not. lb other cases the 
complaints were 'openly ejicpressed. I cannot 
emphasize too much that these concerns are 
important. . , 

Specific Issues 

This section is concerned primarily with the» 
specific implications of the present studies for 
research in psychotherapy: Apperidix^l also 
discusses a number 6f specific- issties of 
statistics and psychometrics. 

First, witlvrespect to psychotherapy, there 
is a clear need to define researjch popula- ' 
tions — both of clients and of therapists. With 
respect to clients, particularly institutionalized 
. clients, diagnosis is critical. In the Loysville 
data there was an 6p|)ortunity to try a variety 
o4 approaches. For example, a numb(6r of ef- 
forts were made to combine diagnoistic groups 
in order to achieve greater nunibers of cases. 
Without exception such conB|binations resultecl 
in "lost findings." There wias nothing in these 
analyses to suggest that the six diagnostic' 
groups could be reduced in number, and in- 
deed, the ultimate reduction "all clients" 
resulted in practically no. findings^t all. 

There are other aspects of the Loysville 
diagnoses which are of interest. For the most 

J ^ . , ^ ^ ' 
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part they were mkde by peroons with no train- 
ing in the diagnostic system. While there is no 
doubt that diagnose^ could have been im- 
proved by sudh training, there is little support 
here for the position that diagnoses must be 
made by skilled experts. In fact, it is quite 
-possible that overly skilled experts may pro- 
duce consistent but nonreproducible findings. 
More important than expertness for research 
purposes is consensus. 

Because of the need to form subgroups of 
clients homogeneous as to their problems, a 
targe pool of clients is needed. The Phipps data 
rests on at least 1,300 patients. In thie Loysville 
study we started with nearly 600. The tempta- 
tion in clinical research is to pick out a couple 
of major g^^oup^ and combine the smaller 
groups* For example, alhohg^ institutionalized 
patients, one frequently finds a number of 
schizophrenics and depressiVes, and only a few 
manics, or neurotics, or personality disorders. 
The fact that there are only a few of these lat- 
ter does not justify lumping them together. In 
a number of clinical studies neurotics and per- 
sonality disorders have been c6m))ined. Some 
findings presented here suggest that when 
such combinations are made, positivie correla- 
tions may cancel out negative correlations and 
all isf lost. 

But we should not give up hope about 
numbers of cases. Sometimes, we ask for too 
much in this regard. For example, in the 
Phipps data, unless a therapist had at le^a^ 
four,^ patients of the designated diagnosis, his 
success rate was not computed and he was not 
included in analyses. In the LoysviUe data, I ex- 
perl^enti^d with a variety of formats begin- 
ning with ^minimum of five per therapist and 
running on down to one per therapist. The 
number dt therapists that can be included in- 
creaseSt of course, but more important there 
was a steady increase in the number of signifi- 
cant findings as the number of clie^nts per 
therapist decreased. The statistical theory is 
considered in appendix 1. It is sufficient to note 
here that; while we need a large pool of clients 
to begin with, there is much to be learned by 
including data -from comparatively small 
subcells. ^ . • 

Turning now to the therapists, there is an 
. equal if not greater need to define our research 
populations than for clients. Tuma et al. 



{mimeo> report that the contribuJtion of the 
therapist is critical even when he is not supr 
posed to be doing psychotherapy, when he is 
supposed to be merely dispensing d^ugs^ If the 
**therapist variable" is as important as it ap- 
pears to be, then we have tio business doing 
psychotherapy research using oilly a few 
therapists,. and we must somehow define the 
therapislCB such that some kinds ^f sitatistical 
controls can be utilized to define our indepen- 
dent vai'iables (i^pects of therapy), . 

The^ need to define the population of 
therapists can be shown in several ways. As 
between hospital and nonhospital psychi- ^ 
atrists, the "A-B Scale" changes its meaning. 
Presumably, treatment ideologies are not in- 
dependent of other aspects of personality. In 
any event, the "A-B Scale" cannot be expected 
to be valid in most hospital settings. tVe need a 
better definition^ treatment orientationrbet- — 
ter than hospitarvs. nonhospital. The issue is 
discussed further m appendix 8. 

In the therapy^analogue studies we are fre- 
quently told that the "pseudo-therapists vrere 
from undergraduate psychology classes." If, as 
suggested by the present findings, the "A-B 
Scale" changes its meaning between 
psychology majors and premedical students 
(there are undoubtedly existing data to test 
this hypothesis further), we need much more 
information about who the pseudo-therapists 
are and how they are recruited. Do they know 
that it is a study of psychotherapy?'^Do they 
volunteer? Do they really volunteer, or isi;he 
semester ending and they need the lab credit? 
Is it an' advanced class in personality, or a 
beginning class in physiological psychology? It 
is likely, that, with respect to the psycho-social 
area, psychology researchers have not been, 
well served by a too-ready access to human 
organisms assunied to be representative of all 
human organisms. While the present findings 
suggest that psychology majors wiH give uS 
more understanding of the "A-B Scale" than 
premedical students will, still the flight from 
psychology major to psychotherapist is 
probably too gfreat. 

In therapy studies, and in therapy analogue 
studies, it is essential that the researcher think 
about and try to define Aoio his population of 
therapists might differ from a more gener- 
alized population of therapists. In this connec- 
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4;ioii, we probably need a great deal more 
understandiRg of such^ aggregations as 
'•psychoanalyst;' "behavior therapist " etc. 
than we now have. 

Variatibiis in response rates among various 
portions of a population may revbal that the 
^population is really not homogeneous. In one 
study reported here, it was such varjation 
which suggested the differences between 
hospital and nonhospital therapists. 

While I have no evidence, I have discussed 
the possible differences, hot just in outcome, 
but also in observed .relationships among 
variables, betweeii experienced and inex- 
perienced therapisM^,i*his issue deserves con- 
j^iderable attention! 

Although the reversa;t;ih the meaning of the 
"A-B Scale" for variOusV populatio ^(the 
semantic reversal) helps -toHexplain the con- 
flicting findings in the literaiiire, it actually 
raises a number of question^ for clinical 
research and for personality \researCh in 
general. It makes sense that persons with high 
'empathic interest would" view the pjanual oc- 
cupations in a quite different cdntext from 
those with low empathic interest. But what are 
these contexts, and why does their view of 
these occupations seem to have opposite nii^an- 
ings? How frequent in personality research are 
such reversals and what implications do they 
have for mathematical models like factor 
analysis which, in effect, bury them? > > 

The functional reversal of the "A-B Scale" 
also remains mysterious in spite of new light 
^shed upon it. The various possibilities were 
outlined in the last chapter and will not be 
repeated here. / 

Finally, with respect to therapists, **the 
therapist variable" is not a variable. It is a col- 
lection of. variables, and the collection probably 
varies as we pass from one diagnostic group to 
another. There is good reason to believe that 
empirically derived predictors of success 
should not be homogeneous or internally con- 
sistent. Each of the diagnostic groups for 
which we have adequate data turns up more 
than one success^factor, and there are probably\ 
many more, if only these additional factors had 
been included in our instruments. 

As is always the case with exploratory 
research, there are many thought-provoking 
loose ends in the chapters above (e.g.. 



"s|'nakes,". ''sf^e-show; freaks," ^^DCIVIG/* 
*'^eography"). Moreover; many of the ce^itral 
variables are n^t adequately measured (e*g., 
eipipathic interest, tolerattce for ambivalence) 
although their test-retest' relia:bility may be 
much jhigher ^than their internal consistency. 
0n the one hand,- we must not be carried away 
by su6h provoking loose ends, some of which 
may be dead ends. We m^st view them with 
caution without disparaging them, thus 
demonstrating our own io\v need for closure* 
I It is useful to take yet another look^t the 
Phipps Clinic data, not so,rauch from the stand- 
point of what, we have learned. from it as from 
what we have yet to learn.jThe purpose of this 
exercise is not so much to, define a research 
project as it is to illustrate significant con- 
|siderations in any naturalistic clinical re- 
I search. f ^ 

^ is likely-tfaat the g/ei iit^rehgth~of-the- 
Phipps data is^in the recording of outcome, 
systegmatically, over many decades. Some have 
complained about the subjective nature of the 
judgment ^'improved" even though consider- 
able objective data were aj^ailable to those 
making, the judgment. There is also concern 
over the fact that .the therapidt himself par- 
ticipated in the judgment, I 

There are available, at tlie Phipps Clinic, 
nurses* behavior charts. What findings would 
e^merge if criteria derived from these charts 
were used instead of the gloljial improvement 
measure? Moreover, it is li^cely that these 
^ charts could yield nuances oHmprovement not 
available • from the overall'jxidgment. 
later years, for example, all depressives 
improved, ^ 
It would be very valuable t<> compute ther- 

apists' success rates with finer classifications 

\ of clients: (1) male vs. female, within diagnostic 
groups, (2) for schizophrenics, prociess vs. reac- 
tives (Betz, 1963), (3) for depressfves, neurotic 
vs.. psychotic, and so. forth: Can anything be 
learned fi'om the relatively few manics and 
personality disorders that were identified? 
More attention needs to be paid to combina^ 
tions of therapies: psychotherapy, insulin, 
ECT, and drugs (e.g., Whitehorn and Betj, 
1957). There may be other resources like i^e 
Phipps Clinic that are ripe for exploration? 
However; unless they contain systernatic tbstt^' 
on outcome, they ar^ unlikely to be Useful.* ^ 
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The present research leaves unanswered the 
question of Whether the personality pi the 
therapist is simply a convenient, inexpensive 
approach to What is important in therapeutic 
processes, on whether understanding the per- 
sonality of [ the therapist is essential to 
understanding therapeutic processes. ' Are 
, there subliminal communications which are dif- 
ficult for the researcher to observe? In one 
study thatf did include both personality 
variables- iand behavioral ones, the personality 
variables appear to be more potent (Alexandet 
et al., 197 jo). This issue may be critical to 
research strategies in the psycho-social 
therapies. • 

One issue has been avoided in the present 
research. By using "improvement" as the 
dependent variable, we have not dealt with the 
problem that various diagnoses may require 
different specific outcome measures. 
Moreover, different vantage points may be in- 



volved: while neurotics^ usually present, 
themselves for treatment, psychotics are Ire- } 
quently brought to treatment by their families. 



and sociopaths 4jy the courts; The dependent 
variable is, therefore, in interaction with a con-" 
trol variable. , . , 

Finally, there is a further complication that 
is almost universally ignored, although it 
would be easy to present anecdotal evidence 
that it should not b§, namely: thejimpact of the - 
dependent variable on the inde'pern dent onesy It 
is not uncommon in evaluation studies to find 
that the helpers are adapting their interven- 
tions to the criteria of evaluation. Teachers 
.teach things that are likely to be on achieve- 
ment tests. If in a large experiment it isde- 
cided that symptoms are the major criterion of 
chan-ge, hov^Vo we know that this does no^ con^ 
centrate the therapists' attention on synipto^ns-' 
and their, red.uction, rather than on /under- 
standing the problems thti-y deal witip If/ in- 
deed, this were the case, then the ey^luatipn 
design itself would contribute to detei-ior^tion , 
amoiig schizophrenics. We must watch,/ 
therefore, for interactions among the ^epen- ' 
dent, independent, and control variables. 
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Chapter Vm 

Summary 

These studies began with the relatively sim- 
ple^ naturalistic methodology used by 
Whitehotn and- Betz in their studies of 
psychotherapy effective with schizophrenics. 
When extended to a variety of disorders, the 
methods yield meaningful, consistent, and 
replicable findings. Moreover, we have extend* 
; ed this methodology to milieu therapy. The 
personality characteristics of effective 
therapists can be used to define therapeutic 
relationships anjd the resulting findings yield 
implications for *^ what it is thafe effective 
therapists do. - 

However, there is little thajf; defines the ef- 
fective therapist in a general sense in these 
3tudies. Instead, specific personal tendencies 
and interests define effectiveness with par- 
ticular types of mental or behdvioral problems. 
There is therefore no support for the '^g^ner- 
alist approach," but there is a great deal of sup- 
port for the differential hypothesis that dif- 
ferent disorders require different treatments. 
{The present studies do not include a measure 
of therapists* personal adjustment. It is pos- ' 
sible that personal adjustment is a general 
trait of effective therapists.) 

If future studies continue to confirm the dif- 
ferential hypothesis, the implications of the 
finding are widespread. For one thing, 
diagnosis is a critical variable. Evaluation of 
services is Impossible unless consideration is ^ 
given to. the type of problem the client 
presents. 

As we learn more and miore about the 
specific needs of particular kinds of clients, we 
muStalso learn the extent to which therapists 
can and will adapt to different kinds of clients. 
If therapists adapt, there is little problem; If 
they do not, then we must understand how 
clients get to therapists and whether these 
paths are optimal*. 




By definitionr a milieu qannot adapjb to dif- 
ferent kinds of patients. And indeed, there is 
some evidence thpt o[iposite kinds 6f milieus 
are needed for some kinds of disorders (e:g., 
schizophrenics vs. sociopaths). It seems 4ikeTy 
that milieusi will have to specialize in particular 
disorders. 

There are many specific findings in these 
studies. They range from some which are 
replicated to others which are best regarded as 
good hypotheses for further research. Among 
the replicated findings is one that neurotics are 
not well served by therapists who like to solve 
problems. Eyidence is presented that * this 
finding supports Freud's cqntentioti that the 
neurotic must solve his own problems. The" 
therapist should do little more than ask ap- 
propriate, not too leading, questions. 

This replication is found for two very dif-^ 
ferent groups of neurotics served by two very 
different groups of therapists. One group is of 
severe neurotic adults liospitalized . at the 
Phipps Clinic of the Johns Hopkins Hospital 
and served by highly selected psychiatric 
residents. The other group is ^ neurotic delin- 
quents in a Youth Development Center at 
Loysville, Pennsylvania, and served by staff 
members with considerable experience, but for 
the most part without even a college education. 
One the one hand, this replication eitaphasizes 
that personality factors in the therapist trans- 
cend his education and the setting in which he 
works. On the other haifd, the replic^ition em- 
phasizes anew the large overlap between 
''mental health services" and "corrections." 

A second replicated finding suggests that 
schizophrenics are best served by a therapist 
who is active and personally irivolved^with the 
patient. It is possible that this active involve- 
ment is not so important when drugs are 
prescribed.' But regardless of whether drugs 
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are prescribed, scnizophrenics must be treated 
with tolerance and understanding. These find- 
ings are consistent with the original f ind- 
ingSLof Whitehorn and Betz. 

Ot^er detailed findings of a substantive 
nature are^presented in chapter VI* 

The specificity of the findings suggests that 
the generalized techniques which are lauded 
and taught are not all that general/but rather 
specific to specific problems. The proscripti\Mi 
q£ problem solving appears to be specific to they 
neuroses* We heed to define specific aspects of 
the psycho-social therapies, ^nd the specific 
uses of these aspects* The studies underline, 
the need for comparative studies of psycho- 
'^social approaches to various mentaf disorders,^ 
In the measurement of personality, the 
studies indicate that if a personality scale con- 
tains items^ of which the nleaning is not 
manifest* the items^tttrdihe^scale may not have 
the same meaning for 4iff©rent subjects. Qr, 



staled another way, if an item can be inter- 
preted in a wide variety-of contexts, it may not 
yield findings which ar^ reproducible over dif- 
ferent groups of therapists. Specifically^, the 
Whitehorn-Betz "A-B Scale'* is found to 
reverse its meaning as between hospital and 
nonhoSpital psychiatrists. It is not surprising, 
then, that the *'A-B Scale'* has failed to produce 
completely consistent findings across all the 
studies in which it has been used. It will not 
yield^ consistent^ findings unless certain 
char^eristics of the therapists are controlled 
in selection or analysis. 

Thus the studies emphaaize *the need to 
define the population being studied, both of pa- 
tients and of therapists. Populations must be 
defined, methods of sampling must be made 
clear, and the proportion of the sampled 
population that actually' participated should be 
reported. 
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Appendix 1 

Statis^al and Psychometric 
lerations 




There is a perennial problem in applied 
research^ namely: How can the practitioner 
Jand the methodologist communicate with each 
•father? Both are too bu?y to become expert in 
the other's fieldv and so communicate they 
must. All too frequently the communication 
I consists of **little rules" laid down by the 
methodok>gist. Saf!f^les should ' be such and; 
such; reliabilities should be such ^nd such; and 
so forth. The problem is that while the little 
rules may be valid in some general sense, all 
too frequently they do not fit the purposes at 
hand. Specifically, the little rules usually serve 
researchers who are doing basic research in a 
highly developed content area far better than 
^ they serve those wlio are trying to explore, an 
area where little isjknpwn. Moreover, the little 
rules of psychometrics serve the area in which 
they were developed, ability testing, far better 
than they serve the area of personality testing. 

There are a number of these little rules that 
may fail to maximize returns in exploration: 
tesTt ^ construction is best s^ved by 
multivariate linear models resting on the Pear- 
sonian r; scales should be long, i.e., consisting 
of many items; scales should be used in theu* en- 
tirety, never piecemeal; standardized tests are 
inherently superior to those not yet standard^ ' 
ized; reliabilities should be established aO 
each step in the measurement process. All of 
these rules are functional under certain condi- 
tions. Frequently, they are not functional for 
exploration. ^ 



Criterion-Based Tests 



Very fundamental is one of Nunnally's little 
rules.^ (Jum Nunnally's book. Psychometric 
Theory, 1967, is undoubtedly a classic that 



should be Vead by anyone with an interest in^ 
the area. But the. Kook does have a viewpoint, 
which means that it must be taken with a grain 
of salt for sohie purposes.) Nunnally : writes: 
**There 2ilM»w#^ ii^rrect ways to construct 
tests: one is to select items according to their 
correlations with a criterion...." (p. 245, em- 
phasis in the originalK Under this rule. 
Whitehorn and Betz should never have pro- 
duced the "A-B Scale," and indeed many of the 
analyses reported here are "incorrect " Nun- 
nally is concerned with" "meaning." One should 
start with content and aim hopefully at even- 
tually validating a construct, chiefly through 
empirical correlations. 

I, too, am concerned with meaning. But I am 
quite willing to recognize the importance of 
certain criteria, to start with themt and to seek 
meaning, and theoretical constructs, through 
empirical correlations. The goal is not in 
dispute. The dispute centers on; what is the 
most efficient way of getting there when there 
is little existing knowledge to start with 

It would be very easy to assign a common 
meaning ("manual") to the following "tStee 
items: "cabinetmaking," "repairiag a clocki^ 
and "machinist." But from the standpoint of 
% certain criteria, the correlations among them 
being small, the thrfee items fall into three dif- / 
ferent clusters: SQUEST, NSOLVE, and SD. 
"Cabinetrilaking" is not so much "manual" as it 
is "lonely" (nonextrovert) correlated positively ^ 
with "marine engineef," and negatively with 
"conventions." "Repairing a clock'* is not so 
much "manual" as it is "problem solving." 

This highlights the problem, with most items 
in* personality tests (including projectives as.* 
Well as questionnaires). Whereas, a column of 
figures with a " + " sign is likely to be seen as 
^^ithmetic, most items iii personality scales 



r APPENDIX 1 



108 



can be viewed in a variety of contexts. If is dif- 
ficult to know in advance what context dif- 
ferent Viewers will use. This may reflect the 
fact that personalitjr tests are in their infancy 
by comparison wij;h ""ahility tests (which Nun- 
nally emphasizes). . ^ ■ 

But even for ability tests, where an ability is 
little understood, it may be well to start with a 
behavioral criterion and find its empirical cor- 
relates. If the behavior is a phenotype, it like- 
ly will not generate correlates with 3i single 
meaning (pages 11-12)- In the case of the '*ArB 
Scale** the wooden application-of rules about in- 
teirnal consistency' and cpmmon .meaning 
resulted in efforts to homogenize items ijiat 
should not be homogenized. As a result, the ac- 
tive expression dimension uncovered in 
chapter III was missed completely for years! 
- When Nunnally insists as he does that items 
should never be correlated with a. criterion of • 
success, but always with each other or a known 
psychological cbnstruct, he is, in effect telling 
Qopernicus to start with Aristotle's concepts. 
In the case of the present research, the 
somewhat 9haky, but replicated SXPRSA^ 
cluster, together with its jiascent construct 
tentatively called "active social exprl&ssion," is 
not weir measured in existing standardized, 
personality tests, most of which measul^e 
broader, more inclusive aspects of sociability. 
It is likely, though by no means yet evident, 
that for the purposes of exploration, existing 
personality tests should be viewed as item 
pools for correlation with various types of 
criterion variables. 

Indeed, concentrating on constructs in stan- 
dardized tests has been one of the limitations 
of m^ny psychometric approaches to the mean- 
' ing of the "A-B Scale." While the standardized 
tests have shed a little light on the ^'A-B Scale" 
there l\as been , little agrefeirient about that 
light. What is needed is some hard thinking 
about the heeds of schizophrenics. When we do 
this kind of thinking, the standardized tests 
LiiLe_ found wanting. (t>ther standard 
psychometric approaches that probably have 
not furthered our understanding of the "A-B 
Scale" include lengthening the scale by adding 
correlated items, homogenizing it, and using 
its items out of context. See pages 18, 108, 113, 
and 1431 




It is possible, then, to write a rule 
diametrically opposed to Nunnally*s, namely, if 
an area is being explored, then investigators 
should not be bound by existing psychological 
constructs. They should regard standardized^ 
tests as item pools to be run against a signifi- 
cant criterion in the area they are exploring. 
But note theV*if clause; the only satisfactory 
rule in research is that the tools and the way 
they are used are determined by the objectives 
of the research. . 



Hypothesis Testing in Exploration 

There are two types of hypotheses: 
statistical and scientific. The basic statistical 
hypothesis is the null hypothesis. It is set up 
us]Eially with a hope that it can be destroyed by 
the data. If we can destroy it, we accept an 
alternate hypothesis, one that hfts scientif ia im- 
plications that, for example, A is greater than 
B, or A is positively related to B, and so forth. . 
We may be forced f o accepjt the null hypothesis 
\U in fact, we are studying the wrong variables, 
or we have failed io measure properly, or we 
chose the wrong statistical test, or for any 
number'of reasons. If such errocs are no/iran- 
dom, they jcan lead either to acceptance or ri^- 
jection of the null hypothesis. If, however, they 
are random, they contribute to acceptance of 
the null hypothesis. 
Vlt is particularly not impressive to accept 
the null hypothesi3 in an area where little is 
known (random variables), or when methods 
are not established (random measurements), 
unless there are other evidences that the 
various negative contingencies above probably 
do not apply. If there are substantive findinjgs 
from the same data, then accepting the null 
hypothesis has more significance than is the 
case when all the findings are null. Specifically, 
in the present studies, failure to find signifi- 
cant correlations among criterion variables 
would be of no interest whatsoever were it not, 
for the other meaningful findings that emerge 
using these criteria. 

It is easy to assume that our knowledge is 
greater than it is. If we assume that we know 
the salient variables, know how to measure 
them, and so forth, then we can attach undue 
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importance to a series of null findings. For ex- 
ample, Bergin and Suinn write: ''Differential 
effectiveness of techniques is not well 
established** (1975, p. 525). This could easily be 
interpreted as a suggestion that differential 
techniques have been demonstrated to beinef- 
fective: In a field where very little has been' 
established, where the null hypothesis is ac- 
cepted more often than not, such an interpreta- 
tion is unwarranted. 

The other danger of overinterpreting an ac- 
ceptance of the null hypothesis is in assuming 
that others, who have not had to accept the null 
hypothesis must be wrong. The !*A-B Scale" 
has been used by literally hundreds of in 
vestigators. many of them with meaningful 
results. If an investigator uses the scale with 
findings, it is more reaisonable for him to 
suggest reasons for the failure of his own data, 
than for him to attack the research which pro- 
duced the scale in the first place. - 

In exploration, hypothesis testing has a dif- 
ferent purpose than it does when we seek to 
confirm or deny a particular aspect of existing, 
knowledge. The investigator has a hunch that 
some variable is important. The task in ex- 
ploration is to assess which variables are im- 
portant and to provide hunches about their 
dynamics for further research. Variables might 
be considered important if they correlate 
highly with a criterion. While this is a useful 
principle, it breaks down in practice because of 
the large number of meafsures of association 
that are available, each yielding a different 
value, and because such things as the number 
of cases and levels of measurement influence * 
how large a correlation coefficient may be.. 
Moreover, some data must be approached with 
statistical tests for which there is no measure 
of association. Where different kinds of 
variables^ with different distributions and dif- 
ferent levels of measurement are being 
studied, the only c9mnion comparison that can 
be made among relationships is the probability 
that can be attached to the relationship. This is 
in stark contrast to the situation where our ^ 
question is whether to accept the alternate 
hypothesis; in that situation we must establish 
an a prion level and either accept or reject on 
the basis; of that level. 

Finally the question is frequently asked 



whether the findings as a whole are significant. 
This is usually done by comparing the number 
of observed, significant relationships with the 
r nujnber that should be expected by chance*. 
Such an approach burdens exploration with 
proof. There can be no proof in exploration, nor 
should there be. None of the p/bsent studies 
purport fo prove that the personality of the 
therapist is * important. The Lionells study 
reported in chapter II is addressed to this ques- 
tion. Nor is it suggested here that the SVIB is 
the ideal ins^ument to measure the personali- 
ty of the therapist. The question addressed 
here is: If the.personality of the therapist is im- 
portant, how might it affect the outcome? Only 
in studies ' where ^he Vj)ersonality of the 
therapist is studied in relation to other factors. 
can it& importance be assessed (e.g., Tuma, et 
a/., mimeo). 

It is curious that the success criterion- for 
Mahipuktors produces, pf 400 items, 60 signifi- 
' cant at .05 (table 26), whUe the success 
criterion for Subcultural Identifiers produces 
only 18 (table 27). The number of cases involved 
are similar, 46 youths and 41 helpers for the 
*latter, and 42 youths and 45 helpers for the 
former. If -we, had data only for Manipulator?, 
we might be tempted to conclude that the 
analysis is worth reporting: Conversely, if we 
had data for only the Subcultural Identifiers, 
we might Ije tempted to say that the data are a 
Waste of time. Neither inclusion is justified 
since proof that the SVIB is a useful tool is not 
the subject of investigation. 

There is yet another reason why the latfer 
conclusion is unwarranted. In order to assess 
"chancy" we must have appropriate tests of 
significance. For most of the tables presented 
in this report, no such tests are available. See 
the section below, "Clustered Samples." 

For clinical purposes, the question is rarely 
of proof, but what is the best evidence 
available? F^or research purposes, when we are 
exploring we ar^ not concerned with whether 
the findings as a whole are significant; whether^ 
we have '*prov,en** something. Rather we are 
seeking s systematic evidence about what 
variables might be important and under what 
conditions they might be' important. At the 
same tiipe. "explorers** nilist make plain the 
limited nature of their "proof/* 
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Measures of Association Used in 
These Studies 

Two measures are used: the Pearsonian 
product-moment n and gamma (Goodman and 
KruskaV1954; Soihers, 1962)* Underlying r are 
a number of statisticial assumptions — continu- 
ity, normality, linearity, homoscedasticity and 
interval measurement* Underlying gamma fiif e 
only two assumptions: the variables consist of 
ordered classes (or only two classes) and , the 
relations, if curvilinear, are at least mpnotdnic 
(do not reverse). 

The assumptions underlying the Pearsonian 
r and the resulting distribution of the st^itistic 
are such that only one thing needs be knci^n to 
test whether a given correlation is significant^'^ 
ly different from zero: the number of cas^grNp 
such assumptions underlie gqmma^ An ac- 
curate ^ significance test for gfamma requires 
that we build into the test the marginal 
distributions (KendalV, 1955, p. 45-46; Hays, 
1963, p. 654). The numerator of gam.ma is iden- 
tical with that for Kendall's tau^ and the 
significance test is likewise identical. The 
denominator of gamma has been chosen such 
that the coefficient can be interpreted as the 
proportion of nonreversals in ranking on the^ 
two variables* ' 

Most of the variables in the present study 
are of thre.e types: 

1. Criteria (therapists' success measures). Con- 
tinuous variables, but sometimes skewed. 

2. Personality scales, predictors, and clusters. 
Biiilt from at least three items, they gener- 
ally consist of at least seven ordered classes. 
Only one of them is so badly skewed (Work 
Activity) that r is possibly inappropriate. 
The Work Activity correlations in table 16' 
fall short of significance when gamma is 
substituted forV. ' 

3. Items. Responses consist of three or four 
ordered classes: true/?/false; like/indiffer- 
ent/dislike (PTQ, SVIB); agree very much/ 
agree somewhat/ disagree somewhat/ dis- 
agree very much (Quay). 

Generally speaking, in the present analyses, r 
is used for relations among criteria, among 
scales, and between criteria arid scales. It^ is 
also sometimes used among items, though not 
ideal for this purpose, because coefficient 
alpha, the most popular measure of internal 



consistency, is related mathematically to r. , 
Another reason is that presently available 
computer programs for r are much more effi- 
cient than are those tor gamma. If there are a 
large number of intercorrelatiqns> to be com- 
puted, gamma *can become expensive. 

Gamma has been used to relate items to 
criteria. In personality tests, response^ to 
items are ""frequently "U-shaped," not *'hat- 
shaped," since people tend to polarize on some 
kinds of issues. If r is used to relate a 
"U-shaped" distribution to a skewed criterion, 
a few extreme cases can result in a significant r 
even though there is no relation at all for most 
of the cases. 

The differences between r and gamma can 
be highlighted by considering ^ item 236, 
Energetic people, in table 13. The gamma is 
large, —.72, indicating that 72 piercent of the 
rankings do not reverse. But this is largely due 
to many ties. Of the 32 therapists, all but 5 say 
they like such people, and those 5 are indif- 
ferent. The significance level for the gamma is 
therefore only .09. The Pearsonian r for these 
same data is .35, significant at .05. In other 
words, had r been used for screening items^ 
this item would have been accepted even 
though, because of its skewness, it contributes^ 
little to accurate measurement. 

Some psychon»tricians will insist that the 
criterion should have been transformed to nor- 
mality, so grea^t is their commitment to the 
linear model. But how do you transform to nor- 
mality if nearly half the therapists are suc- 
cessful with all theiir patients as is the case for 
this particular criterion? Some will suggest 
that the data be thrown out. Yet here are data 
that are irreplaceable (pages 16, 20), very costly 
to produce, and at hand. Do we still have the 
right to insist on the linear model? Such 
cavalier attitudes are being recognized and 
resented by interested representatives of the 
public. Such attitudes do not serve our own 
long-run interests. 

In some tables presenting r's ^ior scales 
(tables 9, 16, 19, 23) there are two variables* 
which are single items (SCIENC and 
STNDRD)! For these two, gammas have also 
been computed and tend to be reasonably 
similar to the r's shown in the tables. The 
\ significant gammas for STNDRD are: TOTAL 
S .45 at .09; S .61 at .02; SXPRSA .67 at .02, and 
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SXPRSS .83 at .005. The significant gammas 
for SCIENC are: TOTL N - .38 at .03. N. - .34 
at .04, and NSOLVE - .49 at .002 (Cf. table 16). 

Finally, analyses were undertaken to deter- 
mine whether is on the same dimension as 
"true" and "false" i.e., whether it "lies be- 
tween them." The problem is similar for "indif- 
ferent" ih relation to "like" and "dislike." If "?" 
and "indifferent" are on other dimensions, the 
monotonic assumption is inappropriate. The in- 
formation statistic (KuUback, 1968) makes no 
such assumption. If the significance level of the 
information statistic is found to be more ex- 
treme than that for gamma from, the same 
data, there is reason to question the assump- 
1iion of monotonicity. Of the relationships so 
compared, less than 1 percent showed a more 
extreme level for the. information statistic. 
This is not proof of dimensionality and 
monotonicity, but it suggests at least that the 
assumptions are not violated by the data. 

In scoring items, the numbers 0, 1, and 2 are 
assigned to True, ?, and False (or False, ?, and 
True, depending upon how the item is keyed 
with respect to the scale). Sc^le values range 
from zero to a maximum which is twice the 
number of items. 

r 

Clustered Sainrp^es 

Degrees^pf freedom are a function of sample 
size. But what f^L-the sample size? The confu- 
sion arises from the various ways that the data 
can be conceptualized. In the present studies^ 
we think of the analyses as concerned with the 
personality of the therapists. The sample size 
is the number of therapists. If, however, we 
thinkf of therapeutic process as related to 
"dyads" or ''matches"^etween client §ind 
therapist or that certain clients Vere exposed ^ 
to psychotherapy, the . number of cases 
becomes the number of clients (Berzins, in 
press). Consider, in table 11, item 221, Express- 
ing judgments publicly Vegardless of criticism. 
If this is seen as the responses of 35 therapists, 
the gamma is .31, p. = .08. If it is seen as a 
characteristic of 282 dyads, (yamma is .25, p = .01. 

Most 'Statistical tests assume a simple ran- 
dom sample, i.e., that each unit was selected in- 
dependent Ijy of all others. This assumption is 
rarely achieved; rather, units come into the 
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.^ample in clusters. The appropriate theory is 
that of cluster sairipling where the degrees of 
freedom are reduced in effect by the intraclas? 
correlation within the clusters (Kish» 1965). - , 

In one study of 10 therapists iand 17 patients, 
the degrees of freedom are apparently as- 
sumed to be approximately 200, since that 
many segments of therapy •wer^e rated 
(Tourney et al., 1966). Another study evaluated 
milieu therapy on 43 patients in two wards. 
The number of cases is assumed to be 43 (May ' 
1968). ^ \ ■ 

Consider twa statistical problems: In one 
there are 35 therapists treating an, average of 
three patients each. In the other there are 35 
therapists treating an average of /tv^ patients 
each. Clearly, these two problems are not iden- 
tical from a statistical viewpoint. It hardly 
seems correct that the number of cases is iden- 
tical. On the other hand, it is doubtful that the 
difference in number of cases in these two 
studies is of the order 105 to 175. 

The usefulness of cluster sampling theory in 
practice is limited by the fact that relatively 
few kinds of tests can be applied and computer 
programs are not generally available. The 
main usefulness of cluster sampling theory, 
and of a frequent ally, stratified sampling 
theory, is in reorienting us toward "error." In- 
stead of insisting on certain levels of reliability 
in measurement at each stage of measurement, 
the entire enterprise is viewed as designed to 
produce findings, i.e., error enters the 
measures in proportion to the cost of removing 
it at the various stages considered all together. 
' In the present studies, we are not really in- 
terested in how effective each therapist is.. 
Rather we wish to compare groups of 
therapists who have varying^ characteristics. If 
we accept a therapist who has only one client, 
we may reduce the total error more by in- 
creasing our sample by one, and eliminating a 
source of bias through exclusion, than we 
would lose by accepting the relatively 
unreliable measure on that therapist. 

The phrase, **bias through exclusion" in- 
troduces a different idea. Up to now^we have 
been talking about random error. If we exclude 
certain measures as unreliable, we may in fact 
be excluding certain kinds of therapists. Thus 
biases are introduced. There is no way for 
statistical tests to allow for biases. In fact, the 



mdrejErequent the errors of bias, the more like- 
ly that statistical tests will support erroneous 
findings of substance. 

Beyond the cpncet>tualizatiQns remain some 
difficult practical problems.- In the present 
studies we have taken the "coriservatiye" 
course: the number of clusters (therapists) is 
thejiumber of cases. The Loysville.saihple is 
clustered not only around therapists* but also 
in that some youths were helped by more than 
one therapist. Thus therapist measures are not 
independent of each other. As noted above 
(page 60n) thilB clustering is also conservative. 
Criteria are biased toward the mean in a way 
that is likely to militate against achieving 
significant findings. 

Construction of the PTQ 

In order to persuade a reasonably high pro- 
portion of mental healt^h professionals to re- 
spond to the PTQ, it wa? decided that the 
length should be such that it could be answered 
in half an hour. At the same time it was felt 
that the objectives required that the PTQ con- 
tain at least 30 scales. These objectives run 
afoul of two widely held psychometric notions: 
the "length of the test," and "full scales." 

One of the first principles of psychometrics 
is that the reliability of measurement is pro- 
portionate to the "length of the test," the 
number of items in the scale. Psychometricians 
have been blessed (or cursed) with subjects 
who have little choice but to "cooperate" 
(students; patients, etc.). ^^There can be no 
assurance that the subjects will actually read 
all the items/ so if the teat is very long, it is 
necessary to add stUl^ more items which are 
such is to reveal thiat the subject is simply 
making check marks. 
' Interview researchers are actively con- 
cemed'abdut rapport and the motivation of the 
respondent. In the impersonality of the testing 
situation, these issues tend to be forgotten. 
The point here is that flagging motivation can 
mere than compensate for the increase in 
reliability of a longer test. Worse still, if the 
subject . can choose not to participate, 
nonresponse can introduce biases which are 
simply exacerbated by increased reliability. As 
the well-known mathematician and statistician 
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Harry Carver used to say: "The error is made 
very accurately." 

Related to the notion of a "long test" is the 
notion of "full scale:" if a scale is taken from the 
literature, it must be used in its entirety, not 
just a part of it. Reproducibility demands that 
exactly the same measuring techniques jbe 
used. In practice, the idea breaks do^n 
because the literature is not standardized. 
There ^are, for example^, at least 20 different • 
versions of the "F Scale" in the literature. 
Beyond that, there are instances where using . 
the full scale is not only wastefuU but likely to . 
'ia^sure: that the results are not comparable. . 
The "F Scale" contains an item that homo- 
sexuals should b€5 tre^ited ,as criminals. All 
• mental health professionals reject this item; it 
. therefore contributesjpbthing to measurement. 
Worse still, they resent it; it is a rapport 
bl*eaker; they wAnder whether the in- 
vestigator knows what he is doing. In this 
sense their responses cannot be comparable to 
those for whom the idea of punishinjg: homo- 
sexuals severely is not outlandish. 

Even though an item is not rejected, it may 
have a specialized mes^ning in a specialized 
population. Consider the following two itenis: 

A man who truly loves a woman must regard 
her as the best in the world in every important 
r^pect. . 

We may confidently expect that mankind will 
someday attain a stable social order in which 
marital infidelity will be unknown. 

Irvin L. Child found that, in a cross-sectional 
' population, these two items are positively in- 
tercorrelated and -negatively correlated to a 
. scale that he calls "Tolerance for Complexity." 
A population of mental health professionals is 
rather more sophisticated about love and mar- 
riage and they view these two items quite dif- 
ferently. Responses to the items are not cor- 
> related (-.02) and do hot correlate with, the 
total scale. They were therefore not included in 
the final scoring, (For a variety of reasons, a 
number of items were not included; according- 
ly^ the scale was renamed "Need for Closure" 
and inverted. See table 31;) 
- Sometimes a scale is a composite of related 
. scales. Child (1965) sometimes combines his 
\ Tolerance scales (Complexity, Ambivalence, 
Unrealistic Experience) int^. a single scale. 
Similarly, the Protestant Etbic of Mirels and 
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Garrett (1971) contains several related dimen- 
sions: work and leisure, spending, etc. At the 
time the PXQ, was designed, it wa's felt that the 
work aspect was the impcnrtant one. Whiie 
subsequent analyses suggest that the s^pending 
one is also important, still it is felear that so far 
as the psycho-social therapies are concerned, • 
the two aspects are distinct. Had the whole 
scale been included and scored as such, this in- 
sight would, have been lost (see appendix 8). * * 

In short; long scales and full scales would 
have been possible only by sacrificing more 
than half of the dimensions investigated, or by 
suffering i greatly reduced response rate. Full 
scales would not have assured comparability, 
and might have masked the varying usefulness 
of subscales. 

It might well be asked: How can we achieve 
reproducibility in personality measurement? It 
won't be easy, but it seems more likely that we 
will achieve it if we think about the constructs 
and the populations we study than if we apply 
some wooden rules. , 

The PTQ was constructed item by item. 
Selection of SVIB items is discussed in appen- 
dix 5: For the otKer PTQ scales (the manifest 
personality scales), items were included if they 
appeared to relate in any way to how people 
might react to a schizophrenic, success rates 
with depressives and neurotic patients having 
become available too late to rethink the PTQ. 

An item was excluded if there was any 
evidence that it might be answered in the same 
way by all or nearly all respondents. This 
evidence came largely from analyses of the 
first PTQ which had been used in the pilot in-' 
vestigation reported in chapter III. That in- 
strument contained/ in addition to a sentence 
completion test, an 18-item A-B predictor, and 
an^-item I^enjp extension {Kemp' and 
Stephens, 1971): It also contained items from 
Barron's Independence of Judgement Scale 
(20), Child's Tolerance for Complexity (17), Am- ^ 
bivalence <10), Unrealistic 'Experience (9), Am- 
biguitj^ (3), Deference Anxiety (3), Preference 
for InOT^lectual Challenge (3), Preference for 
Decisiiw' Making (3), Preference for Work Ac- 
tivity (3), Singer's Regression in the Service of 
the Ego (20), and the autlior's Need for Order 
(3). Four of the Independence of Judgement 
items and five of the Tolerance of Complexity 



items were from the F scale, thus giving a ninie- 
item F scale. 

in revising the PTQ, more items were added 
to some scales, and more scales wfere intro- 
duced. The composition of the revised PTQ is 
presented in tables 6 and 31 to 50. (A second 
revision of the PTQ is discUsised in appendix 8j 

A major concern was rapport with the 
respondent. Instead of requiring a True-False 
answer, the respondent could check a **?'* if he 
wished. This probably enhanced measurement; 
see page 106. The Kemp extension of the A-B 
predictor was dropped for a variety of reasons 
including the fact that it contains an item about 
bowel movemerits which struck some 
respondents as being out of place. 

Any item which could be seen as measuring 
adjustment was eliminated. The therapists 
own a,djustment is probably a critical variable 
in therapy (see page 8)^ but measuring per- 
sonal adjustment requires a great deal more 
acceptance of the researcher than is possible in 
a mailed questionnaire. (It might possibly have 
been included for the Loysville study.) Mental 
health professionals appear to be more willing 
to be evaluated psychologically than do most of 
the public. But it is precisely those who might 
be sensitive that would be missed. 

Even beyond this concern not to measure ad- 
justment was a concern not to include items 
which could^be interpreted as measuring social 
desirability. In fact, it was partly the neutral 
aspect of Child's items which attracted me to 
his work. This is considered in the next section. 



Social Desirability 

" . ■ ' ■ * . '■ ■ 

It is not uncommon to find that much of the 
variance in pfersbnality scales is taken up by a 
factor which represents the socially desirable 
responses to each question. This response set 
is not only a characteristic of personality tests; 
it varies al^ by individual. Frequently a social 
desirability scale is built into the test so that 
allowance can be made for this set. 

Anotjher approach is to seek neutral items. 
As noted above, Irvin L. Child's items tend to 
be descriptive rather than evaluative, and this 
was my concern in choosing items for the PTQ. 
A number of analyses were undertaken: to 
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check whether the items chosen were indeed 
"neutrar. 

Seven judges independently gave "the 
socially desirable response" each item. Of 
232 it^ms, th4^ were only 41 for which at least 
six of seven judges agreed on the socially 
desirable response. These items w.ere scored in 
several ways. The common characteristic of 
the r^3ulting measures is that they correlate 
very muth like the particular substantive scale 
which contributg^' the most items. In other 
wofds/we failed to find any independent social 
desirability scale. 

Next, we put all 232 items into a single factor 
analysis. Udtially, this process results in the 
first factor being "social desirability" and ex- 
plaining much of the variance. In the PTQ no 
single principle component explained -more 
than 6 percent of the variance? No rotated fac- < 
tor explained morie than 5 percent of the 
variance; No component or factor could be 
identified that had as ijiany as 14 of the 41 
items on which there had been interjudge 
agreement as to th^ soc&ily desirable 
response. ^ . 

The lettei^ to respondents contained the 
following paragraph: 

There are no right or vyrong answers to the 
questions. No item has been included becadse 
it measures adjustment, or mental health, or 
intelligence. Rather the items are concerned 
with various ways of thinking or acting. 

It is unlikely that all potential respondents ac- 
cepted these assurances. But it was gratifying 
to see one day, scrawled acrosls the front of one 
PTQ: '*This is a fun test." 

Internal Consistency of Scales 

One of the most popular of the various 
measures of reliability, honiogeneity, and/or 
consistency is coefficient alpha (Niinnally, 
1967, p. 196). It has a variety of interpretations, 
of which one of the easiest is that it is the 
average of all possible split-half reliabilities. 
There are, of course, many measures of 
reliability,. and they ido not all give the same 
jinswer. * 

For the manifest personality scales in the 
PTQ^ items were excluded beginning with that 
6ne least correlated with the total score^ If 
such exclusion resulted in an increase in coeffi- 
cient alpha, the item remained out of the scale. 



This wa^ done using the 133 mental health pro- 
fessionals^ and pirofessionals-in-training (table 
7). Using this wider group' made it possible to 
compare covariance and correlation matrices 
of PTQ variables for various subgroups of the 
-sample, an important part of the analysis in 
Ihapter IV. The values of coefficient alpha for 
these scales are given in table 6. 

For |;he A-B clusters, it is not appropriate to 
expect internal :consistency for the 133 mental 
health professionals and professionals-in- 
training, since many' of these clusters clearly 
have different meanings for different 
subgroups. For thie clusters derived from the 
35 therapists who did not prescribe drugs, the 
average gammas given on pages 43ff. tend to 
overstate the internal consistency since these 
gammas /were used to form the clusters. For 
the PTQ's from the nonhospital therapists, 
coefficients alpha for the A-B- clusters are as 
follows: SD, .84; SXPRSA, .49; SXPRSS, .08; 
SQUEST, .17; DBUSNSj .72; TSfSOLVE, .68; 
NQESTl, .15 and NQES']^2, .03. . 

A curious observation is that some scales 
with very low alphas consistently generate cor- 
relations with other variables. For Empathic 
Interest, aZpAa is J24; for Tolerance of Am- 
bivalence, it is .25.\Yet both scales generate 
meaningful correlates (tables 16 and 19). These 
latter could easily be random* But We need to 
think carefully about the assumption that 
items in personality tests should generate 
large alphas. As noted above such items tend 
to tap more than one domain, or have the 
potential to be interpreted in more {han one 
domain. For this reason, there may be a low 
correlation among personality items (there 
usually is) and still they may have a cornmon 
dontain. The item, "Science should have as 
much to say about moral values as religion 
does" would seem to invt^lve at least three do- 
mains: the worth of science, the need for moral . 
prescriptions, and: the role of , religion. De- 
pending upon the viewpoint of the 
respondents, and the way it is combined with 
other items, it probably could contribute to at 
least three genotypic variables. Barron 
probably had in mind-acceptance of religious 
prescriptions when he tried the item for his In- 
dependence of Judgement scale. Our 
nonhospital psychiatrists apparently see the 
item as concerned with the worth of science. 
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Some will argue that it is a bad item, that it 
should be purified: **Science should have more 
influence/* Or: "Religion should have more in- 
fluence." What is missed in such criticism is 
the fact that thes^ pure items are answered in 
some context, this context being supplied ^by 
the respondent instead of by the researcher. 



There is no assurance that short simple items 
will be answered in a common context. 

And so this appendix ends as it began, ques- 
tioning whether the usual 'statistical and psy- 
chometric rules serve the purposes of explor- 
ing the personality of therapists as well as they 
serve the areas in which they were developed. 



/ 
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Appeiidix. 2- - ^' ' " 

Possible Personality Correlates 
of the "A-B Scale" 

(This paper was written in the fall of 1972 before the second study was begun. Its con- 
tents are not necessarily consistent with the present material. It explains, in part, the 
construction of the Personal Tendencies Question[n.aire.> 



It is now a dozen years since Whitehorn and 
Betz (1960) published the A-B Scale. Although 
these years* have seen at least 150 article^and 
dissertations in which the A-B Scale playe^ a 
central role, we seem to have very little 
understanding of what the scale means. The 
present paper is concerned with possit>le mean- 
ings of the A-B Scale. There are a large number ) 
of possible meanings; presently available 
evidence does not permit us to choose among 
them. The purpose here is simply to present a 
number of possible meanings. 

The reader is referred to two excellent 
, reviews of the A-B literature (Razin, 1971; 
Ghartier, 1971); and to articles cited below 
which have been published since 1969, the cut- 
off date for tho^e reviews. There is very little 
in this literature concerning A-B as a concept. 
While there is some divergence in the ap- 
praisals of the empirical usefulness of the , 
scale, when one considers (1) how little we 
understand it, and (2) how -unreliable are our 
diagnoses (and ev^n our ideas about 
diaignoses), one is impressed with the degree of 
'consistency that runs through these studies 
thsit A therapists are more effective with 
schizophrenics, while B^s may be more effec- 
tive vrith neurotics.^ 11 this is the case, then 
these items from the Strong Vocational In- 
terest Blank stand for a very powerful 
variable, or set of variables, indeed. ^ 

During most of its 12 years, the A-B Scale 
has lived primarily in the Henry Phipps Clinic 
where it was developed, in the nearby Shep- 
pard Pratt Hospital, and in the psychological 
" laboratories of several universities. In these 
'^^oratories, make-believe therapists in- 
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teracted with make-believe schizophrenics and 
neurotics with results that almost always pro- 
duced an interaction among the' Scale,_ 
diagnosis* and some dependent variable. It 
wpyld be an interesting study in the. sociology 
of science to explain why the research has 
developed in this fashion. 

Recently, it has broken out of these bonds 
^^ith results disappointing (Bednar and 
Mdbley, 1971, Bdwd^ni Endicott, and Spitzer, 
1972), possibly encouraging (Shader, Grin- 
spoon» HarmatZr and Ewalt, 1971) and definite- 
ly encouraging (Berzins, Ross, and Friedman, 
1972). Where earlier studies were primarily 
with therapists in training or with qu^isi- 
therapists, the last mentioned is with ex- 
perienced therapists. The interaction was con- 
firmed suggesting ,that the personality at- 
tributes underlying the A-B $cale are not easily 
modified by the therapists' own experience 
with different types of disorders. Perhaps if we 
can learn the meaning of the scale, therapists 
can learn to adapt. 

The present paper' speculates about the 
meaning of the scale and about the possible 
puzzlinjg contradictions it may contain. It 
should not surprise us that the A-B Scale is 
puzzling. The schizophrenias are very puzzling 
disorders. It is possible that the puzzles await 
a common solution and that whatever sheds 
light on one of them will help with the others. 



General Characteristics of the A-B Scale 

There are in fact a number of A-B Scales 
(Kemp and Stephens, 1971). Some are efforts to 
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shorten the original scale, some are efforts to 
lengthen it, while one is an effort to adapt it to 
the revised form of the Strong Vocational In- , 
terest Blank (Gampbell, Stephens, Uhlenhuth, . 
and Johansson, 1968). Of interest. is the fact . 
that the interaction tends to appear regardless 
of which form is used. I will concentrate on the 
original analysis of Whitehorn and &etz (1960). 
They presented their results in two forms: as 
career patterns, and as individual items. In 
career patterns the A therapist^^ (effective 
with schizophrenics) tended to be like lawyers 
andi CP.A's, while the B's tended to be like 
printei^s and mathematics and phy&ical science 
teachers. Using item analysis th^Kifound that 
23 items differentiated the, A's^S^m the B"s. It 
is this 23-item scale and modiffcations of it that 
have been used most often in studies of the ef- 
fectiveness of therapy or quasi-therapy. 

Of the 23 items, 13 represent manual, 
mechanical, and engineering interests. The A's 
say they dislike these activities. Psychometric 
efforts to make the scale unidimehsional result 
. in these 13 items being among tl\e survivors, 
indicating that whatever it'is that these items 
represent tends to dominate the ^otal scale. 
The other 10 items don't seem to have much in 
common and they usually do not correlate well 
with the total scale* 

Razin (1971) questions why the scale should 
^be made unidimensional. I agree, and indeed it 
can be argued that making it unidimensional 
may destroy its value. If we assume that the 
'successful treatment of the schizophrenias in- 
volves a rare, combination of traits* we would 
expect that within the 23 items there Would be 
several dimensions* and that these dimensions 
might well be uncorrelated in a random sample 
of people, or even . perhaps; negatively cor- 
related. 

The A-B Scale may be not one test but two of 
more. It may function like a battery of tests in 
employee screening which are designed to, say, 
select machine operators who have high finger 
dexterity and high grasping strength, two 
characteristics which are. probably negatively 
correlated in a random ^ample of individuals. 
The combination of traits required to treat 
. schizophrenics may be very rare indeed. 

Whitehorn and Betz did their analysis item 
by item, each entered individually. It was not a 
multivariate analysis. The fact that there are 



13 items, representing the rejection of manual, 
mechanical, and engineering interests may 
reflect more the general content of the Strong 
Vocational Interest Blank than it does the 
needs of schizophrenics. The other 10 items 
may be just as important. Further, the items 
together may not be exhaustive of the needed 
traits. 

In presenting the possible meanings of the 
A-B Scale below. Twill present one at a time, 
not because I believe there is a single cor-, 
relate, but because it is difficult to think about . 
combinations of scales when we are not even 
sure that any one of them is relevant "What is 
needed, of course, is*a study of the correlates of 
the subscales of the A-B Scale. 



Possible Meanings of the A-B Subscales 

Ideas about the meanings of the A-B 
S ubscales may ' be derived from several 
sources. There is the A-B literature. There is 
other literature of personality which may be 
rele>?knxr. Finally, if we simply consider what 
the schizophrenias are like, we might an- 
ticipate that certain traits are relevant in 
treatment. 

The emphasis here is on the schizophrenias, 
not on the neuroses. Whitehorn £^nd Betz (1954, 
1960) were concerned with characterizing the 
successful treatment of the schizophrenias. It 
was later found (McNair, Callahan, and Lorr, 
1962) that B's were more effective with outpa- 
tient neurotics.' 

In thinking about the schizophrenias and 
what it is that schizophrenics need from their 
therapists, one is immediately confronted with 
conflicting hypotheses {see Razin, 197U pp< 13 
and 18). Ir^ its simplest form, the question 
becomes whether the therapist should be like 
the patient in order to understand him, or 
whether the therapist shotild be unlike the pa- 
tient in order, to help him out of whatever it is 
he is in. Therefore, with respect to most per- 
sonality variables itv could be argued that A 
therapists should be similar to schizophrenics, 
or that they should be the opposite, com- 



*More accurately, more effective with Veterans Ad- 
ijiihistration outpatients, a finding that is frequently inter- 
preted that B's are more effective with neurotics. 
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pleihentary. If i^e A-B Scale is multivariate, 
both of these may be the case, i.e., the 
thierapisit may be like a schizophrenic in some 
respects and unlike him in others. 

In presenting possible ^meanings of the A-B 
Scale, I am not so much concerned with the 
direction of the relationship (positive or 
negative, like or unlike) as I am with the possi- 
ble relevance of the dimension. The first task is 
to uncover relevant dimensions, and secondly 
to discover how these dimensions relate to the 
subscales of the A-B Scale. 

Th^ suggestions below are in no particular 
order; no effoift is made here to judge which of ( 
them (or which combination) is likely to be 
found vi^lid in^uture research. Some of the 
ideas presented may seem to the reader to be 
rather farfetched; how could such a variable 
relate to psychotherapy with schizophrenics? 
However, since communication of personal 
values is very subtle, our present lack of 
knowledge requires us to keep an open mind. 

Femininity. Dublin, Elton» and Berzins (1969) 
found that among volunteer freshmen, A'sr are 
more fepiinine than B's as measured by the 
Omnibus Personality Inventory. This could be T 
of interest because of the general clinical con- 
sensus about homosexuality /among 
schizophrenics. The difficulty with the Dublin 
et al. finding is that the O.P.I., like most inven- 
tories, includes interests among their 
measures of masculinity-femininity. Of 56 
items, 13 concern preferences for science or 
the\.humanities. Conceivably, the rejection of 
sciehce could be" akin to the rejec^tion of 
mechanics in the SVIB. It would be interesting 
to know whether the A-B Scale correlates with 
a femininity score derived, from the 43 items 
which are not concerned with science or the 
humanities. 

Kemp (1963y found that 8 of 300 items in the 
MMPI correlated with the A-B Scale. There is 
a ninth item (building contractor) in both testis. 
Four of the 9 are also among the 60 MMPI 
items which measure femininity. Of these four, 
three (building contractor, mechanics 
magazines, and foreist ranger) represent con- 
tent overlap, or possible overlap with the 
SVIB. This leaves only one itenv of femininity 
picked up. This one item (bothered about not 
being; better looking) along with building con- 
tractbr and mechanics magazines, are among 
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31 which Manosevitz (1970) found to 
discriminate homosexuals. Taken together, 
however, these MMPI studies suggest that 
there are iriany items relating to femininity 
and homosexuality which are not correlated 
with the A-B Scale. Additionallyt of nine MMPI 
items vsfhich appear to correlate with the A-B 
Scale, five lie outside the domains of feinininity 
and homosexuality. 

In the A-B Scale itself, the A therapist says 
he prefers to be president to being a committee 
chairman, and that he follows up subordinates \ 
effectively. The^e items have a masculine tone. 
Thus although it is possible that the A 
therapist is more feminine than the B, the 
evidence available is not yet persuasive. 

Less Social Competence. Schizophrenics 
generally have less social competence than 
neurotics. McGuigan and Seidman (1971) found 
that of 65 students, the 12 nearest the ''A*' pole 
^were less; socially competent than the 12 
nearest the **B" pole. For the group as a Whole 
the correlation was .19 (p < .20). Thd tendency 
is therefore for the A's ^o resemble 
schizophrenics more than they do the 
neurotics, but the correlations are not strong 
enough to be persuasive. 

Rejection of Manual Occupations. Since A 
therapists tend to reject the manual occupa- 
tions, one wonders if this might also be true for 
schizophrenics. Klugman (1960), using the 
Kuder Preference Record -^Vocational, ^und 
that schizophrenics as compared with normals 
rejected mechanical pursuits, and showed 
tendencies to prefer literary and clerical ac- 
tivitieis. On the other hand, Steinberg (1952) 
reports similar findings comparing neurotics 
with normals. It is not clear how schizo- 
phrenics would compare with neurotics on 
these interests/ It is surprising how few 
studies there are of vocational interests among 
pei'sons with mental disorders. \ 

Rejection of the Work Ethic. Mirels and Gar- 
rett (1971) h^ve devised a Protestant Ethic 
Scale. Most of the items are concerned with ac- 
ceptance of the work ethic and rejection of 
leisure. The remainder extol sacrifice, and suf- 
fering in contrast to pleasure seeking^ They 
find that the . SVIB- scale for math-science 
teacher (B therapist) is positively related to 
this scale. The SVIB scales fc^^ lawyer ai^d for 
author-journalist (A therapist) iare negatively 
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related to the Protestant fithic Scale. T^ius' 
there is a possiblity that A therapists reject 
the Protestant Ethic. Whether this might be a 
rejection of work, or ;a rejection of moralism or' 
both, is certainly an issue worth pursuing. 
Very few therapists would argue that onfe 
ought to be moralistic with schizophrenics, but 
probably even fewer would argue for moralism 
in the treatment of neurotics. 

Rejection of Dogmatism and Author- 
itarianism. The Protestant Ethic is positively 
correlated with Authoritarianism as measured 
by the F Scale tMirels and Garrett, 1971), 
which in turn is highly correlated with 
Dogmatism (Kerlinger and Rokeach, 1966). 
Betz (1962) sees the B doctor as a rigid, author- 
itative instructor who sees things as right or 
wrong. ' 

Tolerance of Schizophrenic Symptomatol- 
ogy, Authoritarianism has been found 
repeatedly to be associated with nej^ative atr 
titudes toward mental disorders. The pro- 
totype of mental disorder is psychosis, not 
neurosis. If the A therapist is less au^hp^r- 
itarian, he might be more tolerant ;i.of 
schizophrenic symptomatology. Whitehorn and 
Betz (1954) found that he was less concerned 
with reducing symptorAs and more concerned 
with helping the schizophrenic to resolve con- 
flicts. He was more likely to cdtifide in the pa- 
tient and to participate actively. Segal (1971) il- 
lustrates how the A therapist become? more 
personally involve?! with his clients. All of 
these findii^gs suggest that the A therapist 
may be less concerned with status and that 
.there may be less social distance between him 
and his patients'. Whether this would meati 
greater freedom for the patient is problem- 
atical. We have been considering here author- 
itarianism as dn ideology, riot as an interper- 
sonal st^nce;*as suggested next below, the two 
may not be the saipe. ' 

Acceptance or Rejection of Authority. H^)w 
ideologies work out in actual patterns of in- 
terpersonal relations^ may be quite complex. 
Betz (1962) makes niuch of the schizophrenics' 
pi-oblems with^^uthority. It would be easy to 
assume that democratic A^s avoid these 
probjems. But among the 23 items^is one about 
drilling in a military company. It is the A's who 
show less dislike for this item. On the one hand 
. Betz talks about the A's respect for- self- 
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determination rather than for obedience and 
V, conformity. On the other she presents the 
'schizophrenics' need for firmness and limit- t 
setting. Possibly the dilemma can be resolved: 
by the now classic differentiation of 
denlocracy, autocracy, and lais^ez faire» where 
the B's are seen as alternating betweeif 
autocracy and laissez faire. If so, does this lat- 
^ter behavior help a neurotic? \ 
Field Independence. A therapists have beeh • 
found to be more field dependent than B 
therapists on the rod-and-frame test (but not 
-on embedded figures): Field dependent persons 
are thought to be less cold and distant; less in- 
volved' in cognitive, intellectual, and 
philosophical pursuits; less individualistic; and 
more attentive to subtje social cues. Since 
these latter characteristics have -greater 
relevance to psycjiptherapy than the rod-and- 
frame test, it might be* preferable to try to 
measure them directly. 



Sigrnificance of the Issues 

Studies of in^therapy^ behavior se>^m to in- 
dicate that successful therapy requires tha^ a 
therapist have accurate empathy and uncondi- 
tional regard for his patient (Rogers, Gendlin, 
Kiesl6r, and TruaXj 1967). But hoW is this to be 
accomplished? Are thesie characteristics of par- 
ticular therapists or does the A-B Scale sort 
out which therapists are capable of having 
these kinds of relatipnships with which 
patients? 

Still another line of reasoning is that the A-B 
Scale sorts out different ther^apies — e.g., emo- 
tional involvement with the^chizophrenic and 
intellectual involvement with the neurotic. 
Much of what Betz (1966) writes suggests that 
a trust^g confidential relationship is par- 
ticularly important for schizophrenics. 

Studies of in-therapy behavior tend to be 
very expensive relative to correlational and 
analogue studies of the A-B Scale. The latter 
may give us hints as to jvhat to look for in 
therapy. Moreover, while the iri-therapy 
studies tend to concentrate on ^specific 
behaviors and dyadic relations, studies of the 
personalities ^f therapists ma^y explain the dif- 
ferential meaning ot these behaviors and rela- 
tionships. 
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.The same Avert behavior may have very dif- 
ferent meaning in different therapeutic set- 
tings. Consider for.examplet the ^ery different 
metfmngs of touching for like-sex dyads as com- 
pared with opposite-sex dyads^^The overt 
behaviors have different meanings /Smiilarly a 
con&mon meaning may express itselK^n - dif- 
ferential behavior. The specific beha^^s 
which are consonant with a particular kind of 
therapeutic relationship may be quite different 
in individual therapy, g^oup therapy » ar^d 
milieu th^fapy. Understanding personality at- 
tributes may help us to generalize relation- 
ships across various treatment mocjalities. 

Th^ A-B Scale was validated on a sample of 
therapists, nearly all of whom were male. Of 
the; various items, hardly any could possibly 
have the same meaning for a woman that it has 
for a mah. ("I would like to be a carpenter." "I 
prefer having many women friends to only a 



few*") Indeed, the A-B Scale has very different 
correlates for females than for males (Dublin, 
Elton,, and Berzins, 1969). If we could assume 
that the phenotypic behaviors we observe in 
therapy^ have the same meaning when ^t>er- 
^ formed by male and t)y female therapists, it 
might not be so important to discover what 
personality dimensions underlie the A-B Scale. 
Until we understand these dimehsiou^, the A-B 
Scale offers no guidaimo-ior the many women 
who are psychotterSpists. 

Actually, as things stand now, the A-B Scale 
offers no real guidance for male therapists. It 
could )}e used^as a slelection device for' male 
therapies (Y/hich it apparently has not), but it 
really ^doesn!t help us understand.' If we 
understbod the personality correlates of .this 
scale, we would have signiiKca^nt leads toward 
the effective treatment of the schizopKrenias, 
and .possibly also of the neuroses. 
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Personal Tendencies 

The first Personal Tendencies Questionnaire 
(PTQ), the one used in the pilot dtudy (chapter. 
Ill) is described 6n page 108. The revised 
questionnaire which was used in the Second 
and Third studies (chapters IV and V) is 
reproduced in full on the following pages. It is 
further dedbribed on pages 107-109. and in 
tables 6, lO-lS, and 17. In appendix 4» the per- 
sonality scales of the PTQ are presented 
Separately. The A-B predictors and clusters in 
the PTQ are presented on pages 36-45. The 
questie&tfftire contains niany items froni the 
Strong Vocational Interest Blank (Form M) 
With the permission of the publisher, but this 
permission does not extend to further 



Questionnaire • 

reproduction. At the same time, the question- 
naire does not include many other SVIB items 
presented in tables 25, .26. 27, 28, and 63. In- 
vestigators - who are planning this kind of 
research might well consider the following: 

Administering the entire 4Q0-item SVIB. 
Dropping the SVIB itWs from the PTQ and 
adding items on treatment ideology (appendix 8) 
and adding to certain scales such as Empathic 
Interest and Tolerance for Ambivalence. 

Fortran programs for scoring the PTQ may 
be secured from the author. 

A second revision of the PTQ is described in 
appendix 8. 
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It will help us most if you will record your initial 
rdaotion by checking or circiing the "T," the "?" or 



Ihe "R* 



» When I am a part of a team or oroup that is worl<ing or 
playing together, I prefer not toget so involved and 
caught up in the activity that I lose my feeilng of 
separat^ess. 

• I can dCcept Just criticism without getting sore. 

The leader of a group is iikeiy to be most effective 
if he acts on the assumption that everyone In the group 
in Is glad to have him as a leader. 

I prefer that my hours of eating and sleeping be regular, 
not changing from day to day. 

What youth, needs most is strict discipline, rugged 
determinatior>( and the will to work and fight for family 
and country. ' 

What I have hoped for in life generally Is coming to ipe. 

It's a good thing for a teacher to leave basic problems 
. .unresolved, so^hat students have a figure out for 
^themselves whether there is a clear answer. \ 

Wtien I choose to do something, the fact that It may not 
be allowed is relatively unimportant. 

Human nature being what it is, there will always be war 
or other forms of serious social conflict. 

Knowlng'that something .will be very hard to understand 
makes it more interesting to me. 

I have often thbugtil at some length the various ways 
in which I would be affected If my nearest relatives 
were suddenly to die. ' '\ 

I enjoy putting my own affairs aside to do someone a 
favor. 

. I feel very' insecure about -reaching any decision of 
" Importance entirely on my own. 

I am inclined to keep qulc^ when out in'a social group. 
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Some of my friends think that my ideas are Imi^ractical, if 
not a bit wild. 

My accomplishments In.iife are about as high as my expec- 
tations. 

Certain items are adapted and reprinted from the Strong Vocational Interest Blank for Men 
(Revised), Form M, by Edward K. Strong, Jr., with the permission of the publishers, Stanford 
ynlverslty Press. Copyright © 1938 (renewed 1965), 1945' (renewed 1973) by the Board of 
Trustees of the Leiand Stanford Junior University. 

o 
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People fall very naturally lnto distinct Classes, such as 



th» Strong and the weak. 


1\ 
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F .. 
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1 would prefer being president of a society to being a 
comnr^ittee chairman or a member. 


T" 


. ? 
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1 believe you should ignore other people's faults and rnal<e 
an efforts to get along with almost everybody. 


T 
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-The man who can approach an unpleasant task with enthusi- 
asm Is the man who gets ahead. 
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20 


While listening to a friend recount an experience, 1 very 
seldom emphathize to the point of feeling what he must 
have felt in the situatfon he Is describing. 
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' 1 have mechanical Ingenuity (Inventiveness), 
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' Insofar as the study of philosophy rnakes one doubt his 
basic beliefs, it should be encouraged. 
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•If one worl<s hard enough, ha is likely to make a good life 
for himself. . 
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1 enjoy letting my ttioughts wander aimlessly, and find my- 
self thinlcino about all sorts of unusual and unrelated thinas 
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1 thinl< that mv future will fulfill mv asoirations. 
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Those religions are to be most respected which impose no 
uniform beliefs on their members. 
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The real fault is to have faults and not try tcamend them. 
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Onc€t a husband and wife. have contemplated divorce, tlj^y 
can probably never be truly happy with one another again. 
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. 1 would Tether spend an hour solving several ^asy math probV 
lems than solving one hard one. 
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1 like the sense of privately feeling my way into some sym- 
pathetic participation in every kind of human emotional 
experience 1 hear about, regardless of how tragic or unsavory 
some of them may be. 
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Even the strongest love for a person is entirely compatible 
with the presence pf a variety of negative feelings tov^rd 
the same person. ' 
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If people would talk less and work more, everybody would be 
beHer off. 


T 






33 


When 1 go out in the evening, 1 like it best if all the i 
activities are plar>ned. 
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in trying to understand what another person is like, 1 find 
it best to put little emphasis on the, feelings 1 get when 1 
am with that person. 
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1 am inclined to keeip In the background on social occasions. 
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38 


Most of our social problems would be solved if we cojjid 
somehow get rid of the Immoral, crooked, and feeble-minded 
people. 


T 


? 
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37 
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It Is better to iet the past be forgotten; to be remorseful 
lis a waste of time. 

The best theory is the one that has the best practical appli- 
cations. 

I prefer deciding what is morally right myself, rather than 
accepting themprai code of society or institutions. 

. In listening to a lecture, 1 often am amused by thoughts of 
double meanings or possible puns which the lecturer prob- #■ 
ably doesn't intend. 

I prefer having many women friends rather than only a few 
women friends. 

I am very sensitive to the emotional attitudes people some- 
times want to convey but are unwilling to state openly. 

I refrain frpm giving advice an^ help because I don't want 
people to be dependent on me. 

imust 9dmlt that. I would find It hard to have for a close 
friend a person whose manner or appearance made him 
somewhat repulsive, no matter how brilliant or kind he . 
jnight be. 

Our societyj^would have fewer problems if people had less 
leisure time. 

Arguments about"irreconcllable differences— such as contra- 
dictory religious beliefs or basic values— are more Interest- 
ing than arguments about points on which one person l^s 
able to persuade the others to agree with him. 
I can correct others without giving offense. 
It Is not possible to know when one Is doing good or evil. 
I would rather open a heavy door myself to having It open 
automatically. 

Vl profer not to associate with the kind of people who some- 

, times get silly and childish. 
A beautiful sunset would b4 still more beautiful If It lasted 
longer, and were not a tragic reminder of how transitory 
everything good Is. * ; 

The thing I would particularly hate about military service is 

" the requirement of obeying orders of my Immediate supe^or. 
It Is very interesting to hear about, or to observe, an in- 
tensely emotional experience of Someone I know. 
When at a boring lecture, while I may get restless I seldom 
get the urge to set off a firecracker, jump up and down, 
scream "Fire" at the top of my lungs, etc. 

Sometimes wheh I think about how much other people have, 
or how much they have accomplished, I feel ashamed. 
At the end bf a textbook chapter, a good summary is more 
valuable than a set of thought-provoking questions. 
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It would not be very iriteresting tp try to feel one's way ' • 

Into what the experienqe of a blind person is HKe; it would 

be better npt to think abojut it unless you had to. T 

Occaslonai sharp wordis are no threat td any genuine friend- 
=»shlp: ; ^ • T 

\ believe in individual religion rather than institutional- 
ized religion. , T 

There are times when I feel as if I were a small child again, 

or when I wish I could be one for a short time. T 

I am able to meet emergencies quicl<iy and effectively* t 

When a person has a problem or worry, it is best for him to 

think about it rather than turn his attention -to more cheer- c 

ful things. T 

Fun-hbuse mirrors that completely distort your body-shape 

provide an iriteresting experience. T 

I get annoyed when people I hardly know greet me as if they 

were old friends. T 

If given a chance, I would do something of great benefit to 

the world. T 

Obedience and respect for authority are the most important 
virtues'childnen should learn. * T 

I stimulate the ambition of my associates, ' T 

The unfinished and the Imperfect often have greater appeal 

for me than the completed and polished. T 

If I had to choose between carrying out a program of a supe- 
rior whom I respect and working for myself, i would choose 
the latter. T 

I rarely let my imagination wander to the point where I think 
things which are so unusual,^exuai, violent, or irreverent 
' that they could be discussed only with close friends— if 
anyone. T 

A person will get along better with his close relatives if he 
recognizes that he resents them as well as loves them. T 

I conform to conventions even when I don't Iiki9 them. T 

The worst crime a person co^uld commit is to attack publicly 
the people who believe the same thing he does. 

I don't understand how men in some European countries can 
be so dertionstrative to one another. 

I like to have many social engagements. T 

Sometimes I feel I learn almost as much from watching 
people's faces and their hands while they talk, as i do from 
listening to what theS^ say. T 

I am always on time with my work. T 
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I )<tfould rather hiave a few intense f piendships than a great 
m^ny friendly but casual relationships. 
I ()refer to take an elevator rathe^than to climb a flight 
of stairs. ■ • ■ ■ ., * 

-When I am ^Ipne or performing a tasl< requiring, no mental 
'workf i enjoy doing things like rhyming words, dis- 
covering puris, and making up little songs. 

Rather than develop or operate a new machine, I would 
prefer to Interest the public in the machine through public 
addresses. 

4 am unable to work efficiently when I am in a subservierit 
position. ' 
Quite apart from considerations of morality or prudence, 
the confused sensations of extreme drunkenness would be a 
very objectionable experience to go through. 

I seldom become enthusiastic over new ideas or experiences 
the way some people do; rather, I tend to take these things 
in stride. / " V ° 

Sometimes I rurhinate about things I have done wrong. 

. No one can be sure of conquering his difficulties; willpower 
is not enough. 

I find it easy to get along with people younger than myself. 
Science should have as much to say about moral values as 
religion c^oes. 

I gef a kick oilt of trying to solve a puzzle even when I 
fall. 

I get little pleasure or fun out of playing with words and 
language— as by talking nonsense, baby-talk or In a foreign 
accent— and seldom do that sort of thing. 

It would be hard to have complete respeCt for someone as 
leader of your group if you have any reaHy^fundamentat 
disagreement with him. 

An Insult to our honor should always be punished. 
The challenge of novelty and excitement in a completely 
new situation Is worth the price of disrupting one's old 
established ways. 

Kindness and generosity are the most Important qualities for 

a wife to have. ^ 

I tend to regard. little children as pcincipally a nuisance. 

¥very person should have complete faith in some super- 
natural power whose decisions he obeys without question. 
Clouds that are frankly clouds and coyer the whole sky are 
preferable to the little floating ones tha»t leave you never 
knowing whether the next moment will be bright or dull. 
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■ ■ . - • 

r ; J ■ ' . . •• /.. ' 

It would be difficult to maintain a warm f^^^ 

person who has some marl<edly disgusting chara^ T 

1 prefer a job that requires mai<ing difficult decisions 

rather than foliowing Instructions carefully. ^ T 

When playing with very young children, I find it easy to get 

into their world and experience things as they do. T 

I follow up subordinate! effectively. T 

Unquestioning toyalty is the first requiriBment of good 

citizenship. T 

A slowracting anesthetic, which would provide a period of 
relaxed, hazy, mixed-up sensations would be preferable to an 
anesthetic which would up you under instantaneously. T 

A person should not probe too deeply into his own and other 
people's feelings, but take things as they are. T 

I lil<e having a few intimate friends rather than rnany 
acquaintances^. T 

Wild and impraptical ideas are often the ones that are most 

worth pursuing. : ^ , T 

I feel that since you only live once, you should enjoy 

yourself. . . T 

The happy person tends always to be polled, courteous, 

outgoing and emotionally controlled. T 

I prefer reading a book to going to a mbvle. T 

I can detect In myself no strong antisocial irhpulses of the 

sort which, under certain circumstances, might lead to 

crime. , T 

The expert ski Jumper should enjoy the sport all the more if 

it remains a source of tenslpn^ and even alarm. T 

I resent anyipody whose ppsitJon is superior to mine and who . 

can exert a certain authority over me. T 

A distaste for hard work usually reflects a weakness of 

character. , . T 

I rather like floating In water, for the pleasant sense it 

gives ypu of your owh identity as against the formless mass 

of surroujiding water. ^ T 

It Would be exciting to arrive in a city for the first time 

and find it enshrbuded in a heavy fog. T 

The man who truly loves a wpman must regard hdr as the 

best in the world in every important respect. T 

. People should have more leisure time to spend in relaxation. T 

If young, people get r^eltious ideas, then as they grow up 
theysOjjgM to ret over them and settle down, ^ T 

. Xhe^^ i pr some places of celebrating a funeral with a 
dfC^i^ is disgusting to anyone who respects, the dig- 

pUyj^^^^^ sorrow. T 
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While Watching a play or listening to music I am often com- 
pletely carried away, becbmihg totally absorbed and feeling 
as If I were a part of the play or the music. 
The present Is all too full of unha'ppiness. It is only 
the future that counts. ^ -^^ 
It wouldn't make%e^^very untjappy if I 's^<^fe' prevented from 
inakln^, numerous social coh^^^^ ' 
To be wandering around a familiar city and suddenly realize 
that you arie lost, would be ah unpleasant experience. - 
I prefer team games to games i(i which one individual com- 
petes against another. 
: I do not like to mix socially with people. 

The rft©re you get to know and like a person, the more you 
• are aware of his weaknesses and failings. 

Nobody ever learned anything really important except 
through suffering. 

In watchlrig football, a close game in which your side 
finally loses Is more enjoyable than a game in which your 

" 'Side is way ahead almost from the start. — 

I would rather cut down weeds with a scythe than use a 
. mowing machine. ' 
My enjoyment of music and art takes the fprm of quiet pleas* 
urej and I seldom have the intense emotidnal reactions to 
them that some people do. 

It Is only natural that a person should have a much better 
acquaintance with ideas he believes In than with ideas he 
opposes. 

I tend to set very high standards for my own pertormance. 
If there were a harmless drug which would temporarily make 
one's sense of smell as sensitive as that of a dog, it would 
be- great fun to try taking some. 

I could cut my moorings— quit my home, my family, and my 
friends— without suffering gfeat regrets. 

I do not tend to develop attachments to inanimate things ; 

or objects (such as autos, houses, tools, etc.) to the 

point where it almost seems as if they had a personality or 
• were alive. . 

We may confidently expect that"mankind will someday, attain 
^ a stable social order in which' marital infidelity will be 

( get annoyed when a stronger talks Jto me on the bus, train, 
;_'>ft^,ir ^airplane. . ' . 

' • dptlcarillusions and other experiences that put you in cOn- 
flictvabout what is real ayd- what isn't are on the wh^e 
quite enjoyable. — 
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Even if you were an expert In all the feievani languages, it 
would be disquieting to be In a multilingual group where you 
would never know what language to jise next. 

I sometlnles have daydreams in which I become a "heroic" 
type of figure; either atl^powerful, alt-knowing, and suc- 
cessful or someone who has sunk to the lowest depths of 
depravity, weakness, and suffering. 

When it comes to a difference of opinion in religion, we 
must be carefiiLnot to compromise with those who believe 
differently from the way we do. 

Hard work offers little guarantee of success. 

Regardless of what caused It, dizziness would just in it- 
self be a very disturbing experience. 

.Whattl^ls country needs most, more than laws and political 
programs, is a few cdurageous, tireless, devoted leaders In 
whom the people can put their faith. 

Playing with wot'ds, j^s in punning, ought to be avoided, 
since It Interferes wjlth the normal use of words for com- 
municating Ideas clearly. 

l am a'talkative Individual. 

No thoughts are basically evil. 

It is easy for me to take orders and do what I am told. 
Life would be more meaningful If we had more leisure time. 

. * ■ . " ^ - , ■ 

There are times when I get a notion of making a mess o^ 
things and being destructive, such as having the urge to 
throw mud on a freshly painted wall^ 

Perfect balance is the essence of all good composition. 

■ ► ■ 

No sane, normal, deceit person could ever think of hurting 
9 close friend or relative. 

I Would especially like to be a psychotherapist. 

I enjoy mimicking or caricaturing people' and their manner- - 
ismSt or enjoy watching others do it If i am not good at it ^ ' 
myself. 

I am Inclined to be shy in the presence of the opposite sex. 

Regiardless of whether it is necessary or not, it Is better 
to have a clear schedule or plan for each day's activities. 

1 would feel like a fbdj If, like sonipH^ersons, I put a lot 
of energy into entertaining peopl/e I hardly know. 

Sometimes I have a vague feeling of anxiety as If I had done ^ 
wrong and would be found out. 

Good pay, with small opportunities to learn over the next five 
years, is preferable to small pay, with large opportunities to 
learn over the next five years. 
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■'The type of humor which Is based on the fantastic, bizarre, 
or impossible has little appeal for me. 

1 would r^ither do house-to-house canvassing than gardening. 

I would have resented It if -rriy parents tried to make me con- 
form to a certain pattern'of behavior. 

Life is rrio^t enjoyable when It Is fliled with. uncertainty 
about whal Is corning next. 

I sometimes imagine what it would be like to do the Impos- 
sible such as being a member of the opposite sex, living in 
another era, flying, etc. 

The world has treated me at least as well as it has treated 
most others I know. 

A man who does not believe in some great cause has not 
really lived. 

I feel remorse when I think of some of the things I have 
■ ■ done. • ^ 
I would rather do w/ork involving many details than work 
Involving few details. "1 

Of all the different philosophies which exist in this world, 
there is probably only one which is correct. 
I am not prone to think things thmUnTake me laugh or chuck- 
le to myself. 

I become resistant when others attempt to influence me. 
i prefer conceited people to jealous people. 
I am able to smooth out tangles and disagreements between 
people. 

I remember rather accurately a good many fairy stories and 
* nursery tales. 

I prefer playing safe to taking a chance. 

It's only when a person devotes himself to an ideal or cause 
that life becomes meaningful. 

Rather than nights spept at home, I like nights away from 
';-hom(tf / ■■ 

Occapaf/o/7s; Indicate wh would like th At kind of work: DisregaW salary,, social stand- 

ing, and Ifuture advancement. Cc^sider only whether you would like to do what 
\ ^ ' Is involved In the. occupation. 

Draw a circle or check: L if you would like that kind of work. 

, l» If yqu are indifferent to that kind of work, 

b if you would dislike that kind of work; 
Work rapidly. Your first impressions are desirable. 

«. .. 

'.Auctioneer - 

Author of a novel ■ 

Building Contractor 
; .Carpenter ■ '/ 
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SchoorSubiects: 



Arrfusements: 



Activities: 



PBCuliarities of 
people: 



ERIC 



Cashier in a bianH 
Electrical Engiiie'er 
Employment Manager 
Foreign Correspondent 
Floorwalker 
Interpreter 
Jeweler 

Labor Arbitrator 
Machinist 
Marine Engineer 
Medhanical Engineer 
Office Clerk 
Photoengraver 
Poet 

Private Secretary 
Retailer 
Ship Officer 
Specialty Salesman 
Surgeon 
Toblmaker ' 
Wholesaler 

Agriculture 
Algebra 
bookkeeping 
Geometry 
Literature 
Manual Training 
Mechianical Drawing 

Solving me^tenicgl puzzles 
Performing sleight'Of-tiand tricks 
Drilling in k military company 
Conventions 
Musjcal Comedy 
Detective stories - 
Social Problem" Movies 
Making a radio set' 

i Repairing a clock 
Adjusting a carburetor 
Repairing electrical wiring 
Cabinetmaking 
Being called a nickname 
Looking at shop windows 
Expressing judgments publicly 
regardless of criticism 
i 

Looking at a collectfion of antique furniture 
Absentminded people 

People who have mad© fortunes In business 
Foreigners ^ ^ 

PiBOt>ie who talk very slowly ^ 



L 
L 
L 
L 



L 


I 


D 
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' People who chew gum 

Athletl<? men - 

If you would like to know your scores on this inventory check here 

About your parents when you were 10 to 15 years of age: 
(Please be as specific as possible!) 



L 
L 



I D 
I D 

m 



4-. 6 
7 



8 



Your father's occupiation: 



Your mother's occupation: 



F$thBr's 
Education 



CO 



6 



(Check appropriate boxes) 

No formal educatjort 

Primary school attendance 

Secondary school attendance 

Secondary school diploma ^ 

College or university attendance 

College or university degree 

Specialized education. Please specify 
what kinci: 



M6ther*s 
Education 



9-10 



11-12 



5^ 
"6 



When you were growing up, did you ever know a person who had a seriou/ mental 
disorder? | Yes| | No | 
(If yes) How well you you know this person? 



Casual acgai ntance 



Friend, relative 



Close friend, reliative 



Old you have occasion to see this person attimes when he was suffering from 
his disorder? \ ; , ■ 



No 



Yes, occasionally 



Yes, often 



About your college education (undergraduate): 

Number of college years, or parts of years completed 

Major field of study _ — — . — 

Minor field of study _ : — ., — — -— — ^ 



Your vocational objective in college 



YQur age in yisars at last birthday 

er|c . 1^ - 



Sex: 



Male 



Female 



13 
14 

15 



16 

18 
19 
20 
^ 21- 
22-23 



& 



• 



Appendix 4 

PeFsonality Scales in the PTQ 



Tables 31:to 50 present the items In each/of 20 personality scales con- 
tained, in the PTQ.cThe Internal consistency of these scales Is shown In 
table 6. . - /. ^ ■ • ■ ■ * 

The A-B predictors and clusters in the PTQ are Shown In tables 10 to 13, 
and tat)le 17. The A-B predictors are not Internally consistent, as discussed 
oh pages 18-19. The Internal consistency of the A-B clusters Is presented 
on page 109, . ^ 

^ TabjB 31. The Need for Closure \^ V 

The five Items are from Irvln L. GhUdtl965), *'Toleranpe of CompjexKy." Of his 2D items, 16 are included In the question- 
nalre. C3tf these, 5 are from the "F Scale" (see "Antlclemocratic", table 41) and are scordd there. Six other Items were 
found not to correlate well with the total scale and were dropped. , 



r wlth^ 

Itenn Total Score 



.-X 

■ 'A 

1-7 


* 

It-s a ^obd thing for a teacher to leave basic problems 
unresolved, so that students have^to figure out for 
V themselves whether there Is a clear answer. (True) 


• 

—.66 


t-23 


Insofar as the study of philosophy maKes one doubt his basic 
belliafs, It should be encouraged. (True) 


—.60 


2-32 . 


Wild and Impractical Ideas are often the ones that are most 
worth pursuing. (True) ~ 




1-27 


Those religions are to be most respected which Impose no 
uniform beliefs on their members. (True) ; 


--.52 


1-47 


Arguments about Irreconcilable differences— such as contra- 
dictory religious beliefs or basic values— are more Interest- 
ing than Arguments about points on which one person is able 
to persuade the others to agree with him. (True) 


—.52 



Ttils scale has much the same meaning as Child's Tolerance of Complexity. But the content Is somewhat more Intellec- 
tual. Accordingly, it was fetltled the Need for Closure (with signs of the items reversed), the items excluded are as 
follows: 1*3 The leader of aVroup Is likely to be most effective If he acts on the assumption that everyone In the group Is 
glad to have him as a^ader. 1-57 At the end of a te»ctbook chapter, a good summary Is more valujible than a set of 
thought^provoklng questions. 2-28 Unquestioning loyalty \i the first requirement of i;)pod citizenship. 2-42 The man who 
truly loves a woman must regard her aa the best In the world in every [mportant (eapdct. 2-52 The moreyou get to know 
and like a person, the more you are dvii^are of his weaknesses and falMpge. 2*62 We ma^ contidently expect that mankind 
- will someday attain a stable social ordisr in which marital Infldelit^wl^ 



' • .e' -' ' ' ■ ■ • ■ APPENDIX4 ' 

Table 32. Regression in the Service of tlie Ego 

This' uhpubiished scale was developed by David Singer. Some of Its characferistlcs in a cbllege population are 
presented by Child (1565). Of 30 Items, 27 were Included in the PTQ. Of these, 3 were found not to correlate with the total 
score evein when they were part, of the score, and these 3 were dropped. Tvi^o other Items were removed because they 
were badly heeded in the. Ernpathic Interest Scale (see the next table). 
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_ \ T~ • rwith 

Item total Scor? 



2- 66 I sometimes have daydreams in which I become a "heroic" type 

of figure; either all-powerful, all-knowing and successful 
or someone who has sunk to the lowest depths 9f depravity, .. 
* . weakness and suffering. (True) , .58 . 

1-25 I enjoy letting my thoughts wandel- aimlessly, and find myself 

. ^ thinking about all sorts of unusual and unrelated things. (True) .53 

. •- • . ' ' ■ . ... 

3- 1 There are times when I get a notion of making a mess of things 

and bejng destructive, such as having the urge to throw mud 

On a freshly painted wall. (Trqe) .52. 

1-61 There are times when 1 feel as if I vyere a small child again, ^ ^ > 

or when I wish I could be one for a short time. (True) , -51 J 



—.50 



. 3-11^ The type of humor which. is based on the fantastic, bizarre, or 
: impossible has little appealjpr me/ (False) 

'3-15 I sometirries imagine what It would be like to do the impossible 

such as being a member of the opposite sex, living in another ' 
e.ra, flying, etc. (True) . ' s . '. 

2-6 When I am alone or perfornhing a task requiring ao mental work, 

I enjoy doing things like rhyming wprds, discovering puns, 
and making Lip little songs. (True) - . ' -^^ 

1- 71 ■ I rarely let my imagination wander to the point where I th|^ 

things whicW are so unusual, sexual, violent, or irreverent • 

that they wOuld be discussed only with close friends— if - . , 

anyone. (False) . ^--47" 

2- 3iB' I can detect in mysejif no stYong antiaiocial Impulses of the -* 

sort "whicrt, under certai^n circumstances; mlglnt lead to crime. 
^ <False) - . ^ ' . — -44 

2^56 My enjoyment of music land art takes the form of quiet pleasure, 

and I seldom have the intense emotional reactions to them 
that some people do. (Falsfe) —.44- 

:• '.. • : ■ ■ ■ ■ ■ ■■ ^ ^ \ . ^ ■ ■ ■ ' 



Continued on the. next page. 
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Table 32 (concluded) 



r with 

Item Total Score 



1-41 ^ In listening to a lecture, I often am amused by thoughts of double 
meanings or possible puns which the lecturer probably doesn't 
Intend. (True) -40 

3-5 I enjoy mimicking or caricaturing people and their mannerisms, < 

or enjoy watching others-doHt if I am not good at it myself. 
(True) / .40 




2-16 . ,1 get little pleasure or fun out of playing with words and " " 

language— as by-t^ing nonsense, baby-tall< or in a foreign 
accent— and seldom do that sort of thing, (False) —.38 

2- 46 While watching a play or listening to music I am often completely 

carried away, becoming totally absorbed and feeling as if I were' 

a part of the play or the music. (True) .38 

3- 21 I am not prone to think things that make me laugh orrchuckle 

to myself. (False) —.38 

1- 51 I prefer not to associate with the kind of people who sometimes 

get silly or childish. (False) —.34 

2- 61 I do not tend to develop attachments to inanimate things or 

objects (such as autos, houses, tools, etC-) to the point where 
it almost seems as if theyjhad a personality or were alive. 
- (False) —.33 

1-55 - When at a boring lecture, while I may get restless I seldom get « 
the urge to set off a firecracker, jump up-and down, scream 
"Fire" jat the t^ of my lungs, etc. (False) —.31 

1- 11 I have often thought at some length the various ways I would be 

affected if my nearest relatives were suddenly to die. (True) .31 

2- 10 I seWom become enthusiastic over new ideas or experiences the 

way some people do; rather I tend to take these things in stride. 

(False) " —.30 

3- 25 1 remember rather accurately a good many fairy stories and 

nursery tales. (True) .26 

3-40 I rather like floating in water, for the pleasant sense It gives 

you of your own identity as against the formless inass of sur- * 
rounding water. (True) 



Items dropped were 1-21 and 1-35 (see bottom of table 33) and 1-1 When I am part of a team or group that Is working or 
playing together I prefer not to get so Involved and caught up in the activity that 1 lose my feeling of s'eparateness. 



^ 14 J 
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Table 33. Empathic Interest ^ 

The •mpathic interest Items are from a variety of sources. Four of tMe original nine Items are from Regression In the Ser- 
vice of the Ego (table 32). Of these, two we|;^ found to have low correlations with Empathic Interest (and also with 
.RegfMSlon) and these two were dropped (see betow). Two other Item'sr^arked with an asterisk*) correlate with both 
scales but are Included In Empfthic interest becaqee It Is a'weaker scale, psychometrlcally, than Regression. 



—'^3 ' ' r with . 

Item Total Score' 



1-31* I like the sense of privately feeling my way into^some • .60 

sympathetic participation In every kind of human emotional 
experience I hear about, regardless of how tragic or unsavory 
some of them may be. (True) 

1- 43 ' I am very sensitive to the emotional attitudes people some; : .49 * 

times want to convey but are unwilling to state openly. (True) 

2- 2 Sometimes I feel I l^arn almost as much from watching people's .41 

faces and their hands while they talk, as I do from listening ' 
- to what they say. (True) 

1-54 • It is very interesting to hear about, or Ao observe, an ' .37 

intensely emotional experience of someone I know. (True) 

1- 58 It would not be very interesting to try to feel one's way . —.37 

into what the experience of a blind person is like; it would ^ 
be better not to think about it unless you had to. tFalse) 

2- 30 , A person should not probe too deeply into his own and other —.37 

^ people's feelings, but take things^as they ate. (False) 



2-26* When playing with very young children, I find it easVto get .36 

into their world and experience things as they do. (True) 



The Items excluded are as follows; J -21 While listening to a friend recount an experience. I very seldom emphathtze to 
the point of feeling what he must have felt in the situation he is describing. 1-35 In trying to understand what another 
person Is like. I flnd it best to put tittle emphasis on the feelings I ge! when I am^ with that person. 
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Table 34. The Work Ethic 

Mlrels and Garrett (1971) developed 19 Items measuring the Protestant Ethic. Some of the Items concern ''spendthrifts" 
and are not included here although this aspect of the' Protestant Ethic would be of considerable lnterest.(see page 162), 
Seven Itema relating to work and leisure were Included In the PTQ. Of these, {wo were dropped because of low correla- 
tions with the scale. * 





Item 


r with 
Total Score 


2-43 


People should have more leisure time to spend in relaxation. (Falsfe) 


V 

—.63 


^ 2-75 


Life would be moreTmeaningfut if we had more leisure time. (False) 


—.60 


1-46 


Our society would have fewer problems if people had less 
leisure time. (True) ' 


.59 


1-20 


The man who can approach an unpleasant task with enthusiasm 
/ is the man who gets ahead. (True) 


.53 : 


1-24 , 


• ■ . % 

If one works hard enough, he is likely to make a good Uf? for 
himself. (True) , 


.52 


The items excluded are as follows: 2-39 A;dis.laste for hard work usually reflects a w^rakness of character, and 2-68 Kard 
work offers Utile guarantee of success. ^, 




Table 35. The Need for Order 




Of tKe five items, two are new and three are from Child's Tolerance for Ambiguity. (1965) 






Item 


r with 
Total Score 


1-4 


-■ - ■ — ■ ; 5 

1 prefer that my hours of eating and sleeping be regular, 
hot changing from day to day. (True) 


-65 



2- 19* The challenge of novelty and excitement in a completely —.57 

new situation is worth the price of disrupting pne*s old 
established ways. (False) 

1-34 When I go out in the evening. I like it best if all the .53 

activities are planned. (True) . 

3- 7* Regardless of whethe) it is necessary or not, it is better . . .48 

tlD have a clear sctiedule or pfan for'^ach day's activities. (True) 

3*14* "Life is most enjoyable when it is filled Ayfth uncertainty — .48 

about what is coming next. (False) .^^^ 



• Prom Child's Tolerance for Ambiguity. Three other items from this scale were included in the PTQ, but the two tf (ads 
^rn uHCorrelated, and the second triad has noTnternai consistency for our sample of.133 mental health professionals, 
.-.e latter items are: 2-23 Clouds that are frankly clouds and cover the whole sky are preferable to the little floating 
los that leave ycju never knowing whether the next moment will be bright or dull, 2-41 It would be exciting to arrive in a 
city for the first time, and find it enshrouded in a heay?^' fog, and 2«65 Even if you were an expert in all the. relevant 
, ges, it would be disquieting to be In a multilingual group where you would never knovy what language to use next. 



APPENDIX 4 

Table 36. Tolerance of the Unrealistic Experience 



Of Child's 12 items (1965), 9 were Includedin the PTQ, Of these 2 were dropped from this scale because of very low cor- 
relations with the scale* 





Item 


. r with 
Total Score 




Renardle<%s of what caused it. dizziness would just in itself * 
l?e a very disturbhng experience. (False) 


—.61 


2-9 


Quite apart ifrom consideration's of morality or prudence, 
the confused sensations of extreme drunKenn'ess would be a 
very objectionable experience to go through. (False) 


-.59 . 


2-64 


Optical illusions and other experiences that put you in con- 
flirt ahniit what real and what isn't are on the whole Quite 
enj[pyable. (True) ' ' ^, - 


.56 


2-59 


If there were a harmless drug which would temporarily make 
i^n^i'e '^Anco nf Qmoll Qftn^itlvp r)s that of a doo. it would 

be great fun to try taking isome. (True) 


' .56 




A e t lA/. i nn anckctliAtio whioh xA/nnlH DTOVidfi a Deri'od of 

relaxed, hazy, mixed-up sensations would be preferable to an 
anesthetic which would put you under instantaneously. (True) 


.47 


1-64 


Fun-house mirrors that completely distort your body-shape 
provide an interesting experience. (True) 


.46 , 

« 


2-49 


To be wandering around a familiar city and suddenly realize that 
you are lost, would be an unpleasant experience.'(False) 


— .43 



The Items excluded are as follows: 1-58 It would not be very Interesting to try to feel one's way Into what the experience 
of a blind person Is liiie; It would be better.not to think about it unless you had to. and 2-71 Playing with words, as In pun- 
ning, ought to be avolded,/since It Interferes with the normal use of words, for communicating ideas clearly. This last 
Item was found to correlate highly with the F Scale and Is therefore Included in the Antidemocratic scale, table 41. 
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Table 37. Tolerance for Ambivalence 

Of ChUd's 10 Items (1965), all were Includec^r However, apt the 10 are found to have. low correlations with the scale in our 
sample of 133 mental health professionals and they have been dropped from this scale. ^ 



r with 

Item Total Score 



2-24 


It would be difficult to maintain a warm friendship with a 
person who has' some markedly disgusting characteristic. (False) 


—.54 


2-37 


The expert ski jumper should enjoy the sport all the more if 
it regnains a source of tension and even alarm. (True) 


.51 


2-17 


It would be hard to have complete respect for someone as 
leader of your group if you have any really fundamental . 
disagreement with him. (False) \ 


—.50 


1-29 


Once a husband and wife have contemDlated divorce; they can 
probably never be truly happy with one Wiother again. (False) 


—.49 


1-32 


Even the strongest love for a person is entirely compatible 
with the presence of a variety of negative feelings toward 
ine sciine porsc/ii. ^ifue^ 


.41 


2-54 


In watching football, a close game in which your side finally 
loses is more enjoyable than a game in which your side is way 
ahead almost from the start. (True) 


.38 


■ f 

1 72 


A person will get along better with his close relatives if he 
recognizes that he resents them as well as loves them. (True) 


.30 


The Items excluded'are as follows: 1-52 A beautiful sunset would be still more beautiful if it lasted longer, and were not a 
tragic reminder of how transitory everything good is, and 2-45 The custom in some places of celebrating a funeral with a 
drunken feast is disgusting to anyone who respects the dignity of human sorrow. This last Item was found to correlate 
highly with the F Scale and is therefore included In the Antidemocratic scale, table 41. 




Table 38. Preference for Decision Making 




Of 11 items, 


Child et'al. (t969), 4 are included. 






Item 


r with 
Total Score 


1-60 


1 believe in individual religion rather than institutionalized 
religion. (True) . 


' .61 


1-40 


1 prefer deciding whaUs morally right myself, ratHer than ^ 
accepting the moral code of society or institutions. (True) 


.61 


2-25 


" ^ " . ■ 
1 prefer a job that requires making difficutt decisions 
rather than following instructions carefully, (True) 


" .56 r 

o 


j-13 . . 


1 feel very insecure about reaching any decision of 
importance entirely on my own. (False) 


—.51 



' APPENDIX 4 

, Table 39. Personal Standards 

VThls ttem, written for the PTQ, was thought to be correl&teql with Remorse, table,40. It does not so Qorrelate, so It stands 
jftlon^ in analysis. v . . 



2-58' 1 tend to set. very high standards- for my own performance. 



table 40p Remorse ^ 

For' his "Superego" scale. Child (1965) developed 20 items. Of these, 9 were Included In the PTQ. Of the 9, 2 were 
dropped because of low correlations with the scale for our sample of 133 mental health professionals. It is doubtful that 
the remaining 7 are tepresentatlve of Child's Superego scale, and a new name was invented. 





^ '. Item ' 


r with 
Total Score 


3-18 


1 feel^ remorse "when 1 think of some of the things I have done. (True) 


.64 


3-9 


Sometimes 1 have a vague feeling of anxiety as if 1 had done 
wrong and would be found put. (True) 


.56 . . 


1-38 


It is better to let the past be forgotten; to be remorseful 
is a waste of time. (False) 


—.50 


2-11 


Sometimes 1 ruminate about things 1 have done wrong. (True) 


• -44 


1-8 


When 1 choose to do something, the fact that it may not 
be allowed is relatively unimportant. (False) 


—.42 


1-49 


It is not possible to know when one is doing good' or evil. (False) 


,—.34 


1-?8 


The real fault is to haye faults and not try to amend them. (True) 


.32 



The items excluded are as follows: 2-33. I feel that since you only live once, you should enjoy yourself, and 2-73, No 
thoughts are basically evil. " ^ - " 



ERIC 
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Table 4i. Antidemocfailc Scale 
(not a manifest scale) 

Most of the Items in this scale arelrom the F Scale which was developed by Adornq, Frenkel-Brunswik, Levlnson, and 
Sanford (-1950) as an indirect measure of ethnocentrlsm. The F Scale has been found to be stropgly correlated with at- 
titudes toward the serious mental disorders, especlalfy "custodialism'* vs. '^humanlarn/' (tSreenblatt at al. 1957, pp. 26, 
206, 224, 363, and 374) There are a large number of variants of this scale which are tioi necessarily comparable. Fronri the 
original 42-item scale, 14 Items were Included In the PTQ of which 5 were also in Tolerance of Complexity (table 31) ancf 4 
>. were also in independence Qf Judgement (table 42), *^ 

Mental health professionals score very low on this scale. On the 14 items, the average mental health pi^fessionat 
responds an antidemocratic way to only 2, even though these Items are the less exteme ones of the original 42. This 
extreme skewness poses measurement problems. For this reason it seemed desirable to include as many items as j 
possible^ The overlapping items were all assigned to this scale rather than to the other two scales. Additionally it was 
found that 3 other items correlated highly with the 14 and were not well correlated with their scales. One of the 14 items 
. was dropped because it did not correlate well with the others. 



r with 

Item ' y Total Score 

' " ' rry^ ' 

2- 45* The custom in some places of celebrating a funeral with a .67 

, drunken feast is disgusting to anyone who respects the dignity 
of human sorrow. (True) 

3- 3 No sane, normal, decent person could ever think of hurting 

a close friend or relative, (true) 

1- 33 If people would talk less and work more, everybody would be 

better off. (True) - ^ 

2- 44 If young people get rebellious ideas, then as they grow up 

they ought to get over them and settle down. (True) 

2-71* Playing with words, as in -punning, ought to be avoided, 

since it interferes with the normal use of words for communi- 
cating ideas clearly. (True) • ^ 

^ ■ > 

1-37 Most Qi pur socTal problems would be solved if we could 

sometlp\Kr^^et rid of the immoral, crooked, and feeble 
people^^)(Trtie) 

1-74* -The worst crime a person could comtfiit is to attack publicly 
the people who believe the. same thing he does. (True) 




.59 
.58 




.54 



.53 



continued on next page 
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Table 41 .(concluded) 
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r with 

Item Total Score 



Human nature being wliat it is, there will always be war .43. 
or other forms of serious social conflict. (True) 

Obedience and respect for authority are the most important -42 
virtues children should learn. (True) ■ 

1- 5 What youth needs most is strict discipline,! rugged .41 

« determination, and the will to wbrl< and fight for family and ^ 

- country. (True) - , " 

2- 70 What this country needs most, more than laws and political .39 

programs, is a few courag«pus, tireless, tievoted leaders in . 
whom the people can put their faith. (True) . # *" 

1- 17 ' People fall v^ry naturally into distinct classes, such as .39 

the strong and the weak. (True)^ _ 

2- 18 An insult to our honor should always be punished. (True) .32 

2-22 Every person should have com'plete faith in some supernatural , -^^ 

power whose decisions he obeys without question. (True) 

2-12 No one can be sure of conquering his difficulties; will- 

power is not enough. (False) * . 

2-53 Nobody ever learned anything really important except through .23 

suffering. (True) 



Item 1-63. When a person has a problem or worry. It Is beet for him to think about It rather than turn his attention to more 
cheerful things, was dropped because it did not correlate well with the other Items. - 
* Item 2-45 Is from Tolerance of Ambivalence (table 37) 2-71 from Tolerance of the Unrealistic Experience (table 36) and 
1-74 from Dogmatism (table 48). 
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Table 42. Individualism 
(net a manifest scale) 

Barron (1953) developed a scale of independence of Judgement by validating items against not ''yielding'' in a social 
pressure experiment (Asch, 1955). Tliese'items, theOt have behavioral validity not necessarily manifest validity, in his 
Item pool Barron included the Items of the F Scale and a number of thes^ items predicted 'Viot yielding/^ all but one of 
them (1-9) being scored in a reverse direction from that in the F Scale, table 41. 

Of Barron's 22 items, 19 were included In the PTQ, Of these, four are from the F Scale and are incjjuded in "Antldemo-- 
cratlc/' table 41. Six other items did not correlate well in our sampfe and were dropped. IndlviduaWn is considerably 
more manifest In this scale than in Barron's. \^ 





Item 


r with 
Total Score 


1-45 


1 must admit that 1 would findlt hard to have for a close 
friend a person whose manner or appearance made him sorne- 
what repulsive, no matter how brilliant Or kind he might be. (False) 


— .46 


1-39 


. ■ ' • ■' ' ■ 
The. best theory is the one that has the best practical appli- 
cations. (False) 

^ . ' - ' . ■ ■ • 


-.45 , 

0 


1-69 


The unfinished and the imperfect often have greater appeal for 
me than the completed and polished. (True) 


.43 

- / 


3-2 


Perfect balance is the essence af all good composition. (False) 


—.42 


1-<15 


, Some of my friends think that my ideas are impc^tical, if 
not a bit wild, (True) I>> 


.41 


1-19 


1 believe you should ignore other p^ple's faults" and make 
an effort to get along with almost everybody. (False) 


' —.41 


2-20 . 


Kindness and generosity are the most important qualities for 
a wife to have. (False) 


— .39 


2-30 

» 


A person should not probe too deeply into his own and other 
people's feetlf^s, but take things«*as they are. (False) 


— .39 


2-50 


1 prefer team games to games in which one individual competes 
against another. (False) ^ - 


— .39 



The Items that were excluded are as follows: 1-75, | don't understand how men in some European Qountries can be so 
demonstrative to one another, 2-4, I would rather have a f^w intense friendships than a great many friendly but casual 
relationships, 2-14, Science should have as much to say about moral values as religion does (See table 45), 2-34, The hap- 
py person tends always to be poised, courteous, outgoing, and emotronally controlled, 2-60, 1 could cut my moorings- 
quit my home; my family, and my friends— without suffering great regrets, 2-74, It. is easy for me to lake orders and, do 
what I am told (see table 43). 
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Table 43. Deference Anxiety >- 

Of nine (terns (Chllcl et al. 1969), six were Included in the PTQ. One item from Independence of Judgement was added 

because of Its high correlation with the six items. ■ : U — '■ — ^' 

— : — \ ~ " — ~ - r with 

Item ' Total Score 



2«74* • It is easy for me to take orders and do what I am, told. (False) —.65 



1-53 The thing t would particularly hate about military service is .56 

" . the Requirement of obeying orders of my immediate sliperior. (True) 

1- 73 I conform to conventions even when I don't lil<e them. (False) —.50 

3-13 I would have resented it if my parents tried to make: me con- .49 

form to .a certain pattern of behavior. (True) 

3-22 I become resistant when others attempt to infTuence me; (true) .49 

2- 38 I resent anybody whose position is superior to mine and who 47 
" • can exert a certain authority over me\ (True) 

^-8 I am unable to work efficiently when I am in a subservient" .42 

position. (True) , 

■Jr" '- : — '— — ~ — 

• item .2-74 is from Independence of Judgement (see table 42). 

Table 44. Nurturance Anxiety ( 

Of 10 Hems (Child et al. 1969), 6 were included, but only 3 were kept. 



* ' r with 

Item Total Score 



I get annoyed when people I hardly know greet me as if they .69 
were old friends. (True) 

1- 12 I enjoy putting my own affairs aside to do someone a favor. (False) —.69 

2- 63 I get annoyed when a stranger talks to me on the bus, train 1-54 

or airplane. (True) ^" . ' 



The items that were excluded are as follows: 1-44. I refrain from giving advice and help because ' P«>^^^^ 
dependent on me. 2-21. 1 tend to regard littt© children as principally a nuisance, ahd 3-8. I would feel like a f|ool if, liKe- 
some persons, I put a lot of energy into entertaining people 1 hardly know. . > 

Table 45. Science ^ 

•This item is in thd Independence of Judgement scale (see table 42). For ouY sample, it does not correlate weirwith the 
scSe On the other hand, in item analyses it frequently discriminates (e.g.. Dent and Kwiatkowska. 1970). it was 
therefore continued in the analyses as a single. Item for exploratory purposes. . ' . ■ ■ ' ' - 

; ■ - Item - ^^ ■ ■ " ■ ■ 



2-14 Science should havej as much to say about moral values as 

reUgion does. 
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Table 46. Preference for Intellectual Challenge 

Of 19 Items <Chlld et al., 1969), the 3 Items best correlated with the total score were Included In ths PTQ. 



: r With 

Item - Total Score 



2-15 


■ ■ ( . . • ^ , ■ ■ ■ , .- 
1 get a kick out of trying to solve a puzzle even when 1 fall. (True) 


.75^ 


1-30 * : 


1 would rather spend an hour solving several easy math prob- ' 
lems than solvj^ng one Ijard one. (False) * . 


-..70 ' 


1-10 


Knowing that something will be very hard to understand ^ 
makes It more Interesting to me. (True) " 


.68 


t . _ . . ■ . ^ ^ ■■ ' 

Table 47. Extroversion 

Child et al. (1969) developed 20 Items which they called Affiliation or Sociability. Of these, 7 were included In the PTQ. 




* 

. Item 


r with 
Total Score 


1-36 


1 am inclined to keep in the background on social occasions. (False) 


' —.78 


1-14 ' 


1 arn ii^lined to keep quiet when out in a social group. (False) 


—.71 


2-72 


1 am a talkative individual. (True) 


.67* 


2-1 " 


t like to have hiany social engagenftents. (True) 


.65 


2-51 


^1 do not like to mix socially with people. (False) ' 


.—.'54 


3-6 


^ 1 am inclined to be shy in^he presence of the opposite sex. (False) ^ 


' —.54 


2-48 


It wouldn't make me very unhappy if 1 were prevented from 
making numerous social contactsr(False) 


— .49 
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Table 48. Fervor ^ 

Rokeach (I960) has devefoped several forms of a "Dogmatism'^ scale, and explored itsTelatlon to the F f f »e (Kerllnge> • 
a?d RSiwhrUe). Only e^ht items were Included Irt the PTQ>nd one of these was more highly . ^^^^ ; 
SSlethJTwhh Dogmatism Therefore, It was transferred <see table 41). Three other items also did not correlate well and 
Wra d^<iDDed. The remalnlna four items all have a s'wae of commitment, or fervor. ^ _^ 





- Item — . 


r with 
Totai Score 


3-27 


■ • : — ^ \ ■ n 

It s only when a person devotes himself to an taeai or cause 
that life becomes meaningful. (True) , 


. .78 


3-17 


- ■■ ■ ^ - ■ ■ ■ 

A man who does not believe in some great cause has not really 
lived. (True) , 


.74 


1-66 


If given a chance, 1 would do something of great ben^^^o 
the world. (True) 


/ .59 


2-57 


It Is only natural that a person'should have a much better 
acquaintance with ideas he believe^ in than with Ideas he 
opposes, (true) 


.50 



The Items that were excluded are as follows: 2-67, When it comes to a difference of ^tilnlon In ^«"9'°"' '""^ 
S?e u'^ot to compr^^^ who believe differently from the wayVe do 2-47, The P^ff ' ^^Vl^' ^! 

Splness It is only.the future that counts, and 3-20, Of ail the different philosophies which exist in this world, there 
is probably only one which Is c^rect. ^ .. .- ^ \. 



Table 49. Life Satisfaction 

hese items were written for the PTQ< 



. r with 

Item ■ • Total Score. 



A 



.70 . 



1-16 My accomplishments in life are about as high as my expecta- - ."t3 

tlons. <True) "• .- ■ ./ 

1-6 • What 1 have hoped for in life generalty is coming to me. (True) . ; ,72 

1-26 I think that my future will fulfill n^y aspiration?. (True) 

1-56 - Sometimes when I think about' how much other people have, or —.59 
how much, they have accomplished, I feel ashamed. (False) * 

.3-16 . The world has treated me at least as well as it has treated .30 
most others I Know. (True) * - - 
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- Table 50. Work Activity 



. Child et al. (1969) developed 12 hems representing Preference for Work. Three of these work activity items were in- 
cluded In the PTQ to provide a contract with, thfe Work Ethic (table 34) In our efforts to understand the meaning of rejec- 
tion of manual and mechanlfcal activities among "A" therapists. 





-"^^ - ■■ - Item 


r M/ith 

. 1 w nil. 

Total Score 


2-5 


\ — \ — ^" " — ' — — - 

1 prefer to take an elevator rather than to glimb a flight ^ v.^, - 
uT siqLirs. iraise) 




' 2-55 


1 would raither cut down weeds with a scythe than use a moWing 
machine. (True) ' 


:7o 


1-50 

< 


1 would rather open a heavy door myself to having it open 
automatically.. (True) l * ^ 


/ 

.68 








. / 




• ■ ."■ 










' ■ \ . - ■ 

f ' ' - . 


4 




• . • • ' . ^ . ■ ■. ■ ■ ■ 
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Supplemental Analyses of the 
Phipps Clinic Data 



s 



This appendix presents some analyses ^not ^ 
essential to the content of chapter IV, but 
which provide some explanation for the 
methods that were used.' 

Ati the time the'PTQ was constructed, I did 
not have data on which, Phipps residents. had 
prescribed drugs. T tried to approximate the 
no-drug group by selecting for item analyses ^ 
the 47 therapists who completed their resi- 
dencies before 1959. Tables 51-54' present the . 
item analyses for these 47 therapists. These 
tables explain how SVIB items were accepted 
for inclusion in the PTQ. 

It seemed appropriate to accept about 80 
-items into the PTQ. The .04 level of 
significance yielded about this number after 
allpwanee for other relevant considerations: (1) ^ 
Nearly all the original 23 items were included 
"regardless df whether they were significant in 
the new item analyses. (2) A few itenis Nyere in-, 
serted to break up a long run of A-therapist 
dislikes. (3) Some items significant at .04 were 
excluded because they are dated, very skewed 
in their responses^, or redundant. 

There is one other consideration in the selec- 



tioh of SVIB items. In the original instrument 
there are some blocks of 10^ which the tespon- 
dent is: asked to rank. In ^ome cases aft item 
can \i,e extracted in a meaningful w^y without 
reproducing the entire 10 items. In general, 
such items, are not incWded if it would re<iuire 
including the entu-e block of items. / 

One such item is among the original 23 of 
Whitehorn and Betz: Interest the public in a 
new machine through public addresses: When 
they reported their findings, they did »ot- 
present all ^e detail concerning the J23 items 
and many investigators have takeii the "A-B 
Scale" from .the Whitehorn-Betz reports 
without looking at the original SVIB. Now/ this 
item is one of 10, all concerned with the "new 
machine," and this is about the, least 
mechanical of them all. In'othpr words, accep- 
tance of this item in the original SVIB nieans 
rejection of the new machine, When the item 
stands alone, it is likely to reflect accet>tarice of 
the new machine. (One group of psychometi-i- 
^ cians found it carried the wrong, sign in their 
data so tiiey inverted it!) . 
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EXPLORING THE PSYCHO-SOCIAL THERAPIES 



Table 51.— SVIB Items Correlated With Therapists' Percent Improvement 
, In Patients Who Are Schizopt\renic, Depressive, or Neurotic 

(Doctora who compl«t«d residency tMfor^ 1959) 



Ns47 



Ns46 



N»42 



lt«m Numb«r 

svre PTcr 



Itetn 



Schliophr»nic 
Qamma p 



Qamma p 



Naurotic 
Qamma 



19 


3-32 


Carpenter** 


—,49 


.001 


- 


-.51 


.002 


—.47 


.02 


56 


3-41 


Machinist 


—•37 


.02 


> 


.37 


,07) 


( —34 


.07) 


60 


3-43 


Mechanical Englneier** 


(—.29 


.06) 


(— 


.29 


.06) 

.WW/ 


(—.33 


.OiB) 

.WW/ 


94 


3-52 


Toolmaker** 


—.45 


.003 




-.29 


.07) 

.w r. / 


(—.34 


.06) 


188 


3-71 


Repairing Elec. wiring 


— ."36 


.03 




-.38 


.02 , 


—.42- 


.05 


310 


# - 


John Wanamaker, Merchant 


—.37 


.03 




-.40 


03 


—.64 


.001 


38 


3-37 


Floorwalker 


— .54 


.03' 




62 


.02 . 






71 


3-46 


Poet 


.34 


.03 




30 


05 

■ WW 






155 


'■ 


Excursion 


( .36 


.08) 

. w/ 




.47 


.02 






87 


3-49 


Ship Officer** 


(—.28 


.08) 

.WW/ 








—.38 


.05 


130 


* 


Physiology 


( -.64 


.06) 

.WW/ 








.68 


.02 


132 




Shop work 


(—.29 


.06) 






- 


—.39 


04 

. w~ 


332 


* 


Immediate vs. 5 years(A) 


(—.26 


09^ 

.WW f 








— 40 


05 

.WW 


359 


3-23 


Jealous vs. conceited(A) 


—.37 


.03 * 








. —.54 


01 

.w ■ 


QD 




Specialty Salesman** 






/ 

I— 


-.oo 


.\jf) 


\ — .04 




105 


3-56 


Bookkeeping 








■38 


.04 


— .51 


.01 


119 


3-58 


Literature 








.49 


.04 


.67 


.007 


129 


* 


Psychology 






(. 


.54 


.08) 


.59 


.04 


148 


3^61 


Solving mechanical puzzles 






(- 


-.26 


.10) 


—.43 


.03 


149 


3-62 


Performing sleight-of-hand tricks 






-.46 


.003 


—.37 


.05 


190 




Operating machinery . 






(- 


-.28 


.09) 


(—.35 


.09) 


279 


4-6 


People who chew gum 








.51 


.oz 


( .34 


.15) 


280 


4-7 


Athletic men 








-.41 


.03 


—.50 


.Of 


316 




Chairman, Educational Committee 






.34 


.05 


( .40 


.06) 


340 


3-10 


Small pay, large oppor. vs. Good pay(B) 




.51 


.02 


\57 . 


.02 

\ 



In parentheses are relations between the .05 and the .10 level. 
•Not Included In the PTQ; see footnote to table 53. 
••Original 23 A B Items. 

(A) The A*s prefer the second choice. 

(B) The B*3 prefer the second choice. ^ 

One of the doctors did not have enough depressive patients to give a reliable improvement rate; five of them did not 
have enough neurotic patients. . 
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Table 52. SVIB Itpms Correlated With Therapists' Percent Improvement 

In Patients Who Are Schizophrenic - 

(boclort who completed r*tld(»ncy b«(ore 19S9) 

■ , N--47 ■ 



Item Number « 

Item 



13 


* 


33 


3-35 


44 


3:38 


46 


3-39 


158 


3*64 


159' 


* 


170 


* 


184 


3-67 


189 


3-72 


195 


* 


221 


3-75 


297 


* 


311 


1-18 


314 




323 





Auto Repairman - j| 
Employment Manager 

Interpreter ^ 
Jeweler 
Conventions 

Full-dress affairs . . 
Snakes 

Social problem m6vies ; 
Cablnetmaking** 
Arguments . 

-Expressing judgments (sublicly regardless of criticism 
Opportuhlty to understand just how one's superior. . . 
President of a society or club** 
Member of a society or club 
Chauffeur vs. chef (B) 

334 3-26 Taking a chance ys. playing safe (B) • 

341 3-19 Work involving few details vs. many details (A) 

352 3-28 Nights spent at home vs. away (A) 

355 2-a|i Few Intimate friends vs. many (A) 

367 1-9| Accept just criticism without getting sore 

376 1-62 Able to meet emergencies quickly and effectively 
383 1-68 Stimulate the ambition of my associates 
387 * Am approachable (43-4-0)*** 

Between the .05 and the .10 level: 

9 3-30 Author of a novel # 

40 3-36 Foreign Correspondent # 

93 3-51 Surgeon* , 

136 Zoology • 

138 Fishing 

* , • 

139 Hunting 

140 Tennis 

147 Observing birds 

162 Animal zoos (opposite in sign to 136 above) 

191 Handling horses 

209 Adjusting difflcujties of others (43-4-0)*** 

232 Looking at a collection of rare laces 

299 Freedom to work at one's own methods of doing the work 

364 Usually get other peo ple to do what I vvag^done ^ 

•Not Included In PTQ; see footnote table 53. "Original 23 A-B Items. 
•••Figures In parentheses Indicate distributions skewed toward "T." 
« Included to break up a list of Items all disliked by "A" doctors. 
(A) The A'8 prefer the second choice. (B) The p's prefer the second choice. 



Gamnha 


P 


. — .31 


Ail 

.04 


—.34 


.03 


.32 


.04- 


— .36 


.03' 


.33 


.03; 


.32 


.04 


.41 


.01 


.40 


.04 


—.35 


.03 


— .34 


.04 


.35 


.03 


.40 


.02 


.48 


.02 


— .30 


.05 


.32 


.04 


.40 


.008 


—.32 


.03 


—.47 


.004 


— .37 


.04 


.50 


.004 


.58 


.006 


.33 


.03 


.69 


.04 


/it ■' 
.45 


.10 


.39 


.06 


.26 


.10 


—.44 


07 


.31 


.06 


.28 . 


.08 


.42 


.08 


.25 


.10 


.34 


.08 


.30 


.06 


.58 


.09 


.36 


.06 


.35 


■ .06 


—.29 


.07 



I 

er|c 
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Tubja 53. SVIB Items Correlated With Therapists' Percent Improvement 

In Patients Who Are Depressives 



tors who complettd residency before 1959) 

N = 46 



Item Number 
SVIB inb 



Item 



17 


3-31 


42 




48 


3-40 


64 


3-44 


74 


3-47 


80 


•3-48 


99 


3^53 


102 


3-54 


153 


• 


166 


3-65 


205 


3-73 


215 


• 


233 


4-1 


245 


4-3 


260 


• 


326 


3-12 


338 


• 


373 


2-3 



-Building Contractor* • 
Hotel Keeper or Manager 
Labor Arbitrator 
^fflce Clerk 
^rjvate Secretary 

Retailer 
Wholesaler 
Agriculture 
Amusement parks 
Musical Comedy 

Being called a nickname 
Writing reports 

Looking at a collection of antique furniture 
People who have made fortunes in business 
Side-show freaks 

House-to-house canvassing vs. gardening (B) 
Work in a large corporation with little chance of 
becoming president vs. work for small business (B) 
Am always on time with my work 

Between the .05 and .10 level: 
25 Civil Service Employee 

37 Farmer 



Gamma 


p. «■ - 






.OH 




.oo 








—.40 


.03 


—.39 


.02 


—.43 


.01 






Q-i 


• \JsJ 


—.56 


.04 


—.36 


.03 


—.35 


.03 


—.33 


.04 • 


—.45 


.008 


—.41 


.02 


.51 


.02 


.32 


.04 


—.45 


.01 



—.36 
—.28 



.07 
.07 



: • Not Included in the PTQ. The*criterla for Inclusion were generally as follows: (1) The significance levet .04 (two-tall) 
generated abput 60 items; this was felt to be an upper limit In a questionnaire of about 225 Items; including these 80 A-B 
Items. (2) Included also are a few Items (9, 40, 93) needed to break up a sequence all of which tend to be disliked by A 
doctors. (3) A number of original A-B Items are Included In the PTQ even though reanalysis has shown they are not 
significant predictors. They are Included to facilitate comparisons with other studies. (4) Some Items significant at .04 
are not Included because they are * out-of-sty1e ' (155, 159. 260, 310), buried in long contingency series (296-297), very 
skewed (129, 130. 278, 387), or redundant (13, 103, 132), 

Original 23 A-B Items. 
(B) The B's prefer the second choice. 
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ERIC 



Table 54. SVIB Ifisms Correlieited With Therapists' Percent Improvement 

In Patients Who Are Neurotics 

(Doctors who completed residency before 1959) 
N = 42 



Item Number 
SVIB PTQ 



Item 



8 
11 
21 
101 
103 



3-29 

3-33 
3-55 



115 3-57 

173 3-66 

185 3-68 

186 3-69 
237 4-2 



255 
269 
278 
296 
336 
353 
386 



4-4 
4-5 



1- 70 

2- 35 

3- 24 



Auctioneer 
Auto Salesman 
Cashier in a Bank 
Alaebra . 
Arithmetic 

Geometry 
Detective stories 
Making a radio set 
Repairing a clock 
Absentminded people 

• 

Foreigners 

People who talk very slowly 
Men who use perfume 

Opportunity to ask questions and consult about .diff . 
Work for yourself vs. carry out program (B) 
Reading a book vs. going to movies (B) 
Smooth out tangles and disagreements between people 



* Not Included In PTQ; see table 53. 
••'Original 23 A*B Items. 

(A) Ttie A'8 prefer the second choice. 

(B) The B*e prefer the second choice. 



Gamma 


P 


— 40 


04 


—.38 


.05 


—.53 . 


.02 


— .78 


.008 


—.63 


.02 


—.61 


.01 


—.47 


.02 


—-41 


.03 


—52 


.005 


.44 


.02 


—.47 


.03 


.52 


.02 


.49 


.05 


.38 


.05 


.51 


.02 


.47 


.01 


—.73 


.01 



Between the .05 and .10 level: 
7 Athletic Director 
15 Bank Teller 

22 Certified Public Accountant . 
. 51 Lawyer, Criminal 
67 Pharmacist 


—.35 
—.44 

— .42 

— .35 

— .31 


.07 
.08 
' .06 
.07 
.10 


70 

79 

83 
116 
171 . 


Playground Director 
Reporter— sporting page 
Scientific Research Worker 
History 

Sporting pages 


—.35 
—.33 
.37 
.38 
—.39 


.06 
.09 
.07 
.06 
. .06 


212 
239 
240 
262 
264 


Doing research work 
Quick-tempered people 
Optimists " 
People with protuding jaws 
Blind people 


.38 
.40 
— .32 
.60 
.34 


> .09 
.09 
.10 
.06 
.09 


267 
268 
275 
304 
303 


PeopJe who always agree with you 
People who talk very loudly 
Bolshevists ' 
Henry Ford, Manufacturer 
Thomas A. Edison, Inventor 


.39 
.47 
.41 
—.34 
.41 


.07 
.09 
.06 
.08 
.09 


348 
350 


Present a report in writing vs. verbally (B) 
Playing baseball vs. watching (A) 


.39 
—.41 


.06 
.06 
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. When the drug-prescribing data became 
available, to me; it was clear that Phipps 
residents had started to - prescribe drugs 
almost immediately after the drugs had been 
introduced in 19S^; 12 of the 47 therapists had 
prescribed drugs for at least some of their 
schizophrenic patients. Item analyses were 
repeated for the other 35 who had prescribed 
no drugs, and these analyses are shown in 
tables 1043 in chapter IV. It is these analyses 
that are used for determining how the PTQ is 
scored. * 

Clustering items resulted in the variables 
presented in tables 14. 15, and 18, chapter. IV. 
The means and standard deviations of these 
variables are presented in table 55* 

In table 55, it can be seen that the percent of 
schizophrenic patients improved is 60.8 for the 
35 therapists who did not prescribe drugs. For 
the therapists who prescribed drugs, the per- 
cent improved is 80.5 for their patients who got 
drugs, and 76.0 for those that did not. The 
dramatic increase in percent improved is part 
of a time trend that went on during the period 
■if ' that Whitehorn and Betz collected data. This 
time trend is present in the period before the 
drugs were introduced. 

The time trend poses the following (jueS- 
tions: Were the patients less disturbed as time 
went oh (e.g.; coming to treatment earlier)? Or 
were the therapists getting better at treating 
schizophrenics? If the former were the case, 
there should be, no correlation between 
therapists' A-B scores and the time they began 
their residencies. If on tjie other hand, there is 
a correlation between the therapists' A-B 
scores and the time they began their residen- 
cies, and this correlation is at least as large as 
the correlation between the percent-of- 
patients imprbved and time, then it is difficult 
to explain the trend in terms other than an **im- 
provement** in the therapists. 

The latter is the case. Among the 35 
therapists who prescribed no drugs, TOTL S is 
correlated ,44 with the year they began their 
residency, while the percent-improved cor- 
relates only .31 with that year. For this reason, 
the time trend was not partialled out in the 
various analyses. Such partialliirg would have 
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"robbed" some of the variance in therapist per- 
formance that we seek to explain. 

One other set of analyses may be of interest 
to some readers. It will be recalled that the. 
"functional reversal" refers to the fact that the 
"A-B Scale" reversed when applied to 
therapists treating outpatients in the Veterans 
Administration. This has widely been inter- 
preted that the A's are more effective with 
schizophrenics, while the B's are more effec- 
tive with neurotics. Other explanations are 
considered in chapter VI. Because of this 
widespread interpretation, careful attention 
was given to any SVIB item that might 
possibly have similar or dissimilar correlations 
with the percent-improved of schizophrenics 
and the percent-improved neurotics. Using .10 
as the significance level, no items were found 
that carry the same sign with both criteria. - 
Two were found with opposite signs: 

Item 113, Geography, has a gamma of t .54 at - 
.04 with the percent-improved of neurotics, and 
a gamma of —.41 at .09 with the percent-im- 
proved of schizophrenics. . 

Item 209, Adjusting difficulties of others, has a 
gamma of + .49 at .10 with the percent-im- 
proved of schizophrenics, and a gamma of — J2 
at .10 with the percent-improved of neurotics. 
Actually, of the 35 therapists, 30 say they like 
this item, the other 5 being indifferent to it. 
These 5 therapists are low on the schizophrenic 
criterion and high on the neurotic one. 

Unfortunately, neither of these items was in- 
cluded in the PTQ. The geography item is the 
only thing in the PTQ that reflects an- 
thropological concerns, the kind of concerns 
that are widespread in psychoanalytic 
writings. The "adjusting*' item makes some 
sense in that social adjustment is a serious 
problem for schizophirepics but not for 
neurotics. 

It is doubtful that these two sets of relative- 
ly >Veak relationships can be taken as support 
for the popular interpretation of the functional 
reversal of the "A-B Scale." Much more 
substantial reversals are presented in chapter 
VI for some personality disorders, as compared 
with both schizophrenics and neurotics. 
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Table 55.— Phlpps Clinic therapl9ts— Means and Standard peviations 



standard' 

Variable Mean Deviation 



35 Who Did Not Prescribe Drugs for SchizojDhrenics 
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W-B22 
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SXPRSS 
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% IMPRV S (Drugs) 
ABDRUG 

% IMPRV S (No drugs) 76.00 30.23 
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N = 34 •* N = 32 N = 10 



ERIC 



Appendix 6 



PTQ Analyses of the 
Therapists 




Clinic 



At the time the second study was planned* 
the former Phipps residents were to be asked 
to respond to the PTQ for two reasons: (1) to 
determine the long-term stability of the A-B 
measures by comparing their earlier responses 
to their, present ones; (2) if stability were high, 
to determine whether any of the presently 
measured personality characteristics relate to 
their original success with schizophrenics. 
These objectives were seriously challenged^ 
when it became apparent that it would be 
necessary to subdivide the samt)Ie for v^ious 
purposes (e.g., prescribed drugs vs. did not> 
hospital vs. nonhospital, etc.) The largest cell 



we have is the 35 doctors who did not prescribe 
drugs. Of this 35, 3 are dead a^d 2 more are no 
longer in clinical work. Of the remaining 30, 17 
responded to the PTQ. These 17 were analyzed 
for whatever could be learned from so small a 
group. 

With respect to long-term stability, it is 
already known that profiles derived from the 
SVIB have considerable stability over as much 
as 40 years (Vlnitsky, 1973). The preseQt test- 
re test spans an average of about 25 years. In 
figure 4, the correlation coefficients on the 
base of the triangle represent the long-term 
stability of the three major A-B predictors. 



Figure 4 

PHIPPS RESIDENTS' CORRELATIONS AT TWO TIME PERIODS 
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The TOTL S predictor has a long-term stability 
of .62. Th^befficienis for TOTL D and TQTL 
N are JSf^nd *82 res^iectively* '.^j 

The Wt that the TOTL S predictor has the 
lowest stability; stiggests the following ques- 
tion: Since this predictor contains a number of 
items from the original *'A-B Scale/* and since 
these therapists may have known about the 
scale, could they be distorting their answers 
consciously or unconsciously as ^ riesult of their : 
knowledge? If we divide the individual items 
within the TOTL S predictor into 
werovpart of the 23-item scale and those that, 
are not, we find no difference in the stability of 
th^ two grpuff^ of items. If anything, the 
original items are slightly more stable. In 
other words, for this group of therapists whp^ 
prescribed no drugs we can find no evide^p^f 
distortion which could be traced to kn<jwledge 
■^f the "A-B Scale*' and its component items. 

Looking now at the coefficients oh the left of 
figure 4» for the 35 original therapists, the 
three A-B predictors reproduce the original 
criteria, percent of patients improved; at .70, 
.7S, and .73 for TOTL S, TOTL D, and TOTL N, 
respectively. For the 17 who responded to the 
PTQ these coefficients are .50, .89, and .73 for 
their original responses to the SVIB, showing 
considerable loss of power for the TOTL S 
predictor when we move from the 35 t<fthe 17;* 
If we compute their current responses to these 
items, the TOTL S predictor has no power at 
all (.07). TOTL D and TOTL N do much better 
at .61 and .41 respectively. 

The complete failure of the TOTL S predic- 
tor is due in part to the somewhat lower test- 
retest coefficient of .62. But the major loss in 
power is due to attenuation of the criterion (see 
page 61). The 18 therapists not included are 
much more at the extremes of the criterion, 
i.e., very high or very low in percent of 
sfchizophrenic patients improved. In other 



words, the failure of the TOTL S predictor is 
primarily a failure of thje 17 therapists to ade- 
quately represent the original criterion for 
schizophrenics^ There is no readily available 
explanation Why the nonrespbndents include 
so many who are either high or low on the 
criterion. " I 

Finally, We can ask whether the mannest 
personality scales in the PTQ are related to the 
success these therapists had 20 years ago. For 
the 17 therapists* percent of schizophrenics im-. 
proved there are no significant correlates. For 
10 in nonhospital settings there are the follow- 
ing correlates with percent of schizophr;Bnics 
improved: Deference Anxiety, .66; and Nur- 
turance Anxiety, .63. These do jabt confirni the 
"correlates of correlates" in table 16. 

For the \17 therapists' percent of depressiyes 
improved, the current correlates are: Work 
Ethic, — .48; Remorse, — .52; and Fervor, — .57. 
For the percent pf neurotics improved, the cur- 
rent correlates are: Need for Order.i: — .50; 
Remorse, ^.68; and Nurturailce Anxiety, .51. 
Of these six coefficients, only two confirm the 
"correlates of correlates" in table 16 (Work 
Ethic and Nur turance Anxiety). Failui*e to con- 
firm could mean that the 46 therapists in table 
16 are not representative of what the 35 
therapists were like as residents, or it could 
mean that the 17 therapists are not represent- 
ative, or it could mean that the 17 have 
changed enough over the 20-year period to 
change the correlations. We know, of course, 
that the 17 arie. hot representative for percent 
of schizophrenic patients' improved, v 

In any event, thie relationships above are not 
unreasonable in themselves. (It had been ex- 
pected that Remorse would predict lack of suc- 
cess with neurotics, but it does not show in 
table 16.) The general conclusion of this appen- 
dix is that the^respondents are too few and not , 
representative of the original group. 



JFor the 18 nonrespondents, r is .92, significantly dif- 
ferent from the .50 at the .05 level (two-tail). 
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Appendix 7 

Additional Analyses— Second and 
Third Studies 



This appendix presents .some additional 
tables and some additional analyses. Specifical- 
ly t the intercorrelation of the PTQ manifest 
personality scales is presented in tables 56, 59/ 
and 62 for the 4& nonhospital psychiatrists, the^ 
43 hospital psychiatrists, and the 51 Loy^ville 
helpers. In general these tables show that 
while the two groups of psychiatrists are not 
greatly different from each other in the pat- 
terns of intercorrelation of these basic per- 
sonality variables, the pattern of intercorrela- 
tion for the Loysville hetlpers is decidedly dif- 
ferent, probably reflecting the needs of this in- 
stitution to deal with quite different clientele. 

Table 57 presents the intercorrelation of the 
A-B predictors and clusters for the 46 
nonhospital psychiatrists. This can be com- 
pared with similar intercorrelations for the 35 
no-drug Phipps residents in table 14, chapter 
IV. 

Table 58 presents the correlations of A-B 
predictors and clusters with the PTQ manifest 
personality scales for the 43 hospital 
psychiatrists. Comparison of this table with a 
similar one for the 46 nonhospital psychiatrists 
(table 16) shows how different are the cor- 
relates of the A-B variables. As discussed 
above, the A-B predicJ^ors and clusters are only 
useful for the no^drug situation, except 
ABDRUG (see tables 17-19). Tables 60 and .61 
present means and standard deviations for 
various subgroups of the sample. 

Background . Characteristics. Psycho- 
therapists are all Class I in the Hollingshead 
scale of Socio-Economic Status* But we can ask 
about the social class of their origin— their 
fathers' social class. This variable produced not 
one significant correlation, nor do its coni- 
ponents, fathers* occupation and education. 



Mothers' occupation and education were also of* 
no consequence. ^ 

Once when I asked Barbara Betz what con- 
tributed to a person's becoming an ''A'V 
therapist, she sgid that she h^d found that ''A'* 
therapists had had personal experience with 
persons who suffered severe mental disorders. 
Accordingly I asked respondents whether* 
when they were growing up, they had had a 
friend or relative with a severe disorderi and, 
if so, how Qften they had seen this person suf- 
fering. One scale for their responses is: no such 
friend or relative, had such but did not see^ had 
such and saw occasionally, had such and often 
saw suffering* from the disorder. This scale has 
a significant positive ieoi-relation with D (.33) 
and with NQESTl (.32) and is certainly worthy 
of further investigation. At Loysville, the scale 
is negative with improvement in situationals * 
(-.45). 

Age of Therapist It is not uncommon to 
observe that the older generation is less 
tolerant. Whether this is generational or 
.maturational is unclear. Amonj; the nonhos- 
pital psychiatrists, age is negatively related to 
SD, TOTL D, DBUSNS, and NSOLVE. Among 
psychiatrists as a group, age is^egatively 
related to Regression in the Service of the Ego, 
Tolerance of Ambivalence, Deference Anxiety, 
and Nurturance Anxiety. However, the inter- 
correlation matrices of older and younger' 
psychiatrists are not different, provided 
hospital and nonhospital groups are kept 
separate. It is the hospital- nophosp||tal break 
which is critical for the correlates of the A-B 
predictors and clusters. 

Females. Considerable attention was given 
to how the females'' in the second study might 
differ from the males. Unfortunately, there are 
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Table S6.-lntercorrelatlon of the PTCi Personality Variables, 
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Table 59.~lni6rcorrelatlon of the PTQ Personality Variables, 

V > Hospital Psychiatrists and Residents 
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. 3.00 


0 01 


Tol Unrealistic 


• 7,25 


3,24 
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1,73 


7,57 


2,89 


7.14 


3.65 


7 AA 

7.09 


A4 

2.91 


7 40 

7.12 


0 oc 
3.23 


Tol Ambivalence 


.9.50 


2,58 


10,43 


2,03, 


9,78'^ 


2,44 , 


10.05 


1.99 


11 07 

11.2/ 


0 AA 


1U.D/ , 


"2.07 


Prel. Decision Making 


■ 6,25 


1.74 


7,00 


1.52 


A JA 

6.48 


1.70, . 


ai4 


1 QQ 

l.DO 


0.tX) 


l.DO 


0.31 


1 fti 

1,04 


High Standards 
Remorse . '■ 


1,84 


0.45 


, 1.79 


0.58 


1-83 


0.49 . 


1 CO 






A1Q 
^ U.ug 


1 79 


Oil 

i41 


• 9,06 


2,91 


8,43 


2.68 


8.87 


2,83 ' . > 


10.62 


A 00 


IAEA 

10.50 


ORA 


1ARA 
1U.30 


i^lldemocrailc, 


7,75 


5,00 


•6.43 


4,42 . 


' W A^ 

7.35 


i hA 

4,62 


0,62 


'4.43 


C i1 

k 


>l 17 
4,1/ 


AAA 
O.UU 


4.29 


Individualism 


13.16 
4.91 


t, 3,28 
2,97 


13.64 


■3.67 


13,30 


3,37 


12.67 


A iO 

3.48 


12.7r 


K OflO 

3.02 


10 70 


0C1 

0.31 , 

01A 
0.1U 


DelerenceAnffy 


6.57 


2,93 


,'5,41 


3,02 


C iO 

5,48 


2.69 


A 7<y 

8.73 


0 iA 

'3.40 


a 40 
0.12 


Nurturance Anxiety^ 


1.72' 


1,28' 


a.07 


1,64 


2.13 
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1,95 


1.4/ 


AAA 

2.09 


i CO 

1.63 


0 AO 

-'2.02 


1 E;l 
1.54 


Science ^ 


-1.25 


0.92 


0.64 


0,84 


1.0? 


0.93 


4 AA 

1.00 


A fli 

0,84 


4 AA 

1.00 


A 00 

0.82 


4 A/T' 

1.00 


0.0^ 


Prel, Inleilectual ' ' 


•4,50 


1,67 


' 3,50 


2,18 


4.20 


1.87 


4.05 


, .1,75- 


i4h 

4.18 


4 Iba 


J 4A 

4.12 


4 CO 

169; 

0 A7 

3.P7. 


Extroversion . ' 


•8:88 


3.71 


9.14 


m . 


6,96 


3,71 ' 


. ■ 8.33. 


A AA 

,2.99 


9377 


A AC 

3.05 


A A7 

9.07 


Fervor 


4.97 


2.88 . 


4.14 


2.11 


, 4,72' 


2.67 ' - 


1 5.43 


A 7C 

2.75 


A At. 

4.45 


0 Oi 

2.34 


4.!w 

. ♦ V 


oi;7 

^.3( 


Llle Satisfaction 


7.22 


^,62 


7,93 


■ 1.86 


7,*43 


2,42 :■ ■ 


. 7.71. 


A AC 

2,45. , 


8.64 


4 A7 

1.97 


0 40 

8.19 


OOil 

2.24 


■ potk Activity 


2.09 


1,94 


,2.71 


1.86 


2.28 


•1,92 


4 AA 

1,86 


4 AA 

1.93 • 


■ 1.91 


4 CO 

1.63 


4 00 

1.00 


4 7C 

l.fO 


MR 


■18,66 


7,45 


23.43 


■7.47;. 


,20,1^ 
' 20.41 


,7,70 


■ 21i71 


^ 0 AA 

6.30 


04 AC 


« CAC 

t 6.96 


21.37 


7W 

r.30 


laTLs, ■ . . ., 


, 19:66 


6.73 


22:14 


6.55 


'6,70 


■ 21,57,' 


5.85' 


A.4 '4 J 

21.14 


A AA 

6.36 


04 OC 

- 21.35 


CAC 

6.03 




.' ' .,m 


3.64 


.15.36. 


'4.25 


"15.15 


3.79 ■ ' 


, 15,7^ 


A AA 

3,92 ■ 


4C 40 

15.18 


0 10 

3.72 


4C n 

15.4/ 


0 70 

3./9 


SXPRSA 


4.22 


1.52 


4.00 


■1,41 


4.15 


1,48 


4.24 


1.51 


i AA 

4,36 


4 CA 

.1.50 


J AA ' 

4.30 


4 iA 
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SXPRSS 


3,97 


1.62 


4,36 


1,22' 


4.09 


1.50 


4,33 


4 CA 

1.59 


i 4 J 

4.14 


4 00 

1.83* 


ii 00 
4.23 


4 7A 


SQUEST 


2,53 


1.59 


2,86 


.1,70 


2,63 


1.61 


3.24 


J Af 

1.37 


A 

2,64 


4 7A ' 

1.73 


AAA 

2.93 

c 00 
5.88 


4 CO 
1.36 


SD; ' 


4.59 


4.10 


6,79 


'3,09 


5.26 


. 3,92 


5.81 


A iA ' 

3.16 


e AC 

.5.95 
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3.55 


0 00 

3.39 


TOTLD ^ 


, 22,47 


7.23 


26.43. 
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6,59 
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A fit 
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' AP AA 

25.32 


' 5.38 


AJ 07 

24.37 


C OA 

6.20 


D 


. 14.13 


.3.55 
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2.83 


1.4.63 


3.41 
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. i AC 

4.05 


15.41 
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2.91 


4il 70 


OR/ 

. 0.34 


DBUSNS 
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^ 4,61 


16.86 
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4,26; ; 


14.14 


C AC 
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4C77 


A 10 
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4,0£ 


DN 


3.75 
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0.95 
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A CI 

3.5/ 


.4 fiC 
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ooc 
0.95 


H fiO 
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1.00 


TOTLN 

N ' . 
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4.39 
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4,33 . 


4 i oa" 

14.62 
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4.30 
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C AA 


It; ifi 
13.10 


4.04 
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. 3,80 


14,64: 


.3,86 


,13.24 


3,89 
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14.41 


4.84 


13,93 


4.3V 


NSOLVE 


' ■ 4.56 


3.10 


7.79 


4i02' 


5.54 


3,68 *. 


5,67 


'3,43 


6.18 


3.53 


':6,93 


3.45 


NQEST1 


4,72 


' 1.22 


■ 4.79 


1,12 


'4.74 


i,W ' ■ 


, 4,48 


1.17 


4.82 
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,:.4.65 
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kQESJ2' ; ' 


1,81 
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7,07 


.1,01 


1.67 
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0.84 . 
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Number o! Cases 


6,13 
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> 
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I 
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1 
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Table 61.-PTQ Variables-Selected Groups 



NormilVoluntttn 



Loyivllli.Stall 



Male 
Pre-Med 



Male 
Piyehol* Majors 



Paydioiogylnienia 



Fimales Fimalea 



Males 





X 


0 


♦X 


0 


' X ■ 


0 


X 


II 


X , 


0 


X 


0 


Need, for closure 




2,47 


5,78 


1.86 


.3.22 


1.48 


4.38 


2.06 




2.24 


3.32 


— ,. 
■■1,55 r 


Regression ' 


22.86 


9.13 


25,67 


3.57 


28.67; 


9.71 


.27.38 


6.23 


28.35 


7.35 


31.32 


5.37 


Empathlc Interest ' 


10.51 


2,61 


10.00 


1.66 


10.56 


2,60 


' 11,19 


2.89, 


12:00 


1.62' 


11.73 


1.61 


Work Ethic 


6.49 


2.54 


4.89 


1.17 


■4,00 


2,06 


, 5,10 ' 


2.05 


.3.85. 


1,69 


3.45 


1.63 


Need lor Order 


4,29 


2.25 


3.33 


'2,9H 


3.44 


2.60 


.2,10 


1.79 


1.71 


1,49 


3.59 


1.92 


'ToI Unrealistic 


6,57 


3,24 


7.78 


2.73 


9.67 


3.50 


9.38 


3,20. 


10.00 


3,71 


9.68 


,1,76 


Tot Ambivalence, . 


9.37 


2.40 


8.22 


1.79 


9.22 


2.39 


8.'90 


.2,43 


/10.59 


1,66 


'10.23, 


1.48 


Pre! Decision Making 


,6,22. 


1.88 


6.33. 


'2.12' 


6.78 


Ml 


6.38' 


1,60 


6.71 


1,16 


6.82 


1.26 


High Standards. 


1.69 


0.65 


1.56 


0.73 . 


1.56 


0.73 


t.71 


0,64 


1.94 


0,24 


1.73 


0.63 


Remorse , 


9.61 


2,71 


8.33 


2.45 


9.44 


'2.01 


10.05 


2.18 


,10.35 


2,45 


. 9.68^ 


2,57 


Antidemocratic 


■ 11.55 


6.73 • . 


9,89 


3,14- 


7,89 


5.90' 


7.43 . 


4.21 ■ 


■3,65 


2.64 


3,77' 


2,39 , 


Indivldualisni 


11.80 


3.36 


10,3'3 


3.00 


11.89 


'3.3'0 


12,81 


.'2.89. 


14,71 


2.80 


12.68 


2,48 


Deference Anxiety 


5.75 


3,27' 


4.78 


1,99 ' 


6.78 


2.86 


6.67 


3.23 


7.06 


2.44 


6.82 


2,50 


Nurturance Anxiety 


1.47 


1,57' 


1.44 


1,13 


1.22 


1.48 ■ 


1.19 


1,33 


2.47 


1.94 


2:32 


, 1.29. 


Science 


1,02 


0,87 


1.22, 


0.67' 


■■1.4( 


0,73 


0,95 


0.80 


.1.24 


0.75 


1,27 


0,83 


Pref, Intellectual ^ 


.3,98 


1,82 


4,11 


2.15 


4.44 


'1.33 ■ 


3.52 ■ 


2,09 
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2,27 


' 3.86 


'1.61 . . 


Extroversion . 
. Feijjpr 


\.65. 


3,10 • 


10,56 


,378 


7.78 


•3.87' 


8,76 


3,59 


1^,06 


3.51 


9.45 


4.67 




2,80 


6.06 


\ 1,94 


. 5.78 


2.64 ' 


4,57 , 


2.56 


3.71 


"1.61 


4.27 


1,96 ■ 


- Life Satisfaction. ; ,: , 




1.97, 


7.56 


\l.88 


8.00 


1.80 


6,52 


2,58 . 


8,35 


1,73' 

' ^ 


.7.36 


1,99'^ 


Work Activity " 
, W-B22 


,2.10'" 


1.80 


0.00 


0.00 


0.00 


0.00 


. ■3,81'. 


1,69: 


1.94 


i.i 


1.91' 


1,'93 


19.59 ■, 


6,02 


'18:89 


4.48 .■ 


18.56 


3,32 . 


20,71 


7,36' 


24.71 


5,4tl'' 


22.95 


7,60, ' 


TOILS ■ ■ ' > 


18.45 i 


4,58 


19.11 


2.26 


21.67 


3.94 


21,67 


5.31 


24.24 


5,53 


22.16 


3.78 ,• 


s ■ • , 


15.25 


3j13 


14,00 


.2,24 


17,11 


2.85 


15,67 


2.67 


16,24 


3,96 


15,59 


2.34 


SXPRSA I 


-4.73 


S,34 


3,78 


. 0.97 


4.11 


■ 1.54 


3.62 


1.60 


4.29 


1,53' 


4,32 


1.39 • 


SXPRSS .{ 


4.65 


.1.55 , 


4,22 


■1.20 ■ 


■ 5.44 


'1.67 


■ 4.71 


1.42 


4.65' 


1,32 ■ 


4.86 


1.36 


.'••SQUEST 1 f ■■, 
'SO 1 


2,59 


1,37 


1,89 


: 1.05 . 


2.67 


1:32 


2,62 


1.32, 


3.06 


1,78 


2,23 


„ 1.23 


■ 3,20, 


2.71 


5,11 


2.57 ' 


4.56 


2,01 


■ 6.00 - 


3.92 


■ 8,00 


. 2,96 


6,59 


■ 3,65 


. TOTLD ,1 


20.73 


5,77/ 


24,67 


■6,38:. 


21.78 


4,09 


22.90 


6.48 


.29,71' 


4.71 


27,23 


6.08,. 


'Dr /, ■ 


14,41 


ml 


/15.11' 


■3.55^ 


■l4Ji 


2,44 


13.71 


3,00 




2,45- 


16,77 


3.01 ' 


DBUSNS, ■ •■ 


13.65 


4.04 ■ 


15.56 


4.88. 


13;4f 


3,17 


. 13,62 


3.61 


. 17.94 


3,23 


17,00 


4.29 ' 


DN ' ■ ' • 


3,12: 


1,66 


.'4,44. 


1,94 


2,44 


1,59 


3J. 


1.40 


. ;, '4,59 


1.06, 


3,86 


1.52 


TOTLN, 


15,02 


4.70 


'13.22 


..4.47 


14,00 


, 5.00 


13,67 


4;61 


■15,41 


4.23 


14.45 


'(3:95 , • 


N ■ .,/ . ■ 


14,16 


4,44 


1'1.33, 


■4:09 


13.67 


',3.97 


12,67 


, 4.20 ' 


^13.65 


4.20 


13,23 


'.'3,39 


, NSOLVE 


■7.02. 


3,69 


4;33 


3.04 


5,78 


3.63 


.6.57. 


2.93 


724 


■3.56 


■ 5,55 


3,22 ": 


'nqesti 


3.67 


1,52 




1.66 ; 


3.89 


' 1.27 


■ 3,43 


1.54 


4.18 


1.19' 


4.50 


v1,06 '■ 


NQEST2 


2.06 


0.90 


2.67 


0.71 


1.89 


,117- 


1,38 


0.92 


1.53 


1.01 


1.86 


m 


ApG ■ 


7:14 


2,41' 


6.00, 


2.29 


6.89 


3.10 


6.71 


2,00 


7.53 


2.15 


7.50 


, 2.20 • 


Number of Cases 


81; , ; 




9 




9 


■ 21 




17 ■ 


■ 22 
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TaUe 62.-lnt6rcorr6latloi) of the PTQ Personality Soalei-Loysvllle 



Punofllinifs ■ N«51 . 



.NnoMWyViilibli - Nudlor - ^ ' 

llpp.4Til)ltNiiffllltr , ClOMti BtORSN MPTHCI WIIKETH NORDEH , UWEAL AMBIYl OECIM STHPUD eOM ANTIDir, INDVPl DtFiWX/NIITAIIlt gCIENC INTliC 



32 . Regression In the / v 



■ ■ Service of the Ejp -.194 ■ ' 

■33 Empalhlc Interest -.100 .429" ■ , ' . „ ; ■ 

. 34 Work Ethic ,049 -,530 -,271 ■ ' ' ' . ■ ' ^ v^Slgnita^^^^ 

- ■ ■ at,05,r..= i278 , 



,35 Need for Order ,394 -,402 -.241 ,426 ' ; 

36 Tolerance of the • v , . , . , 
■' .Unreal.Experlence -.185 ° ,510 ,379 -,382 -,381 / = 

37 loleianceof : ■ , ' ' ■ , . : 
Ambivalence, -,182 .167 ,209, -.109 -,087' \l1f ^ 

38 Preferencefor . ^ 

Decision Making -,27r .331 ■ .116 -,320 -,40r .546 ,208 

39 . HlghPerwlial , , , ■ ' 

', StandafSs -.149 ,162 ,037 -.063 , .092 ; .020 r,103 .139 , 

: 40 Remorse ' "",154 ,040 ,164 -JOS ,170 .169 .051 ,029, ^,293 

■4'1 Antidemocratic 025 -.M^^^ ,-,517 ' .477 .445 -,487 ^.364 7B ;|09 -,299^ ' ' • 

42 Individualism -.091 .293 ,328 -.244 -.460 ,179 .319 ,342 B .0§8 -601 

43. Deference Anxiety -.289 .183 -.149 - 076 '-,257 • '205 -,156 ;292.-,029 -.149. ,030 -,061' 



44 Nurturance Anxiety -,160 ,267 ■ .048 -.280 -.154 , 297 , ,00^ ,352 .208 -.036 -,167 .003 .282 

45 Scienceand ■ ' . • - 

'[ ■))iQt^m- -.138 ,074- ,138 -,233' -,158 ,125 ' .142 .084 -,168 . .175 -,088^ .015 .194 -.155 ■ 

46 Preference for Intel- , 

iectualChalienge -,389 .243 ,302 „ .^54 -.170 .090 .424 ■,200 ,029 -.034,: -.194 .343 -,254 -.095 .269 . . 

47 Extroversion ■ -.018 .153 e ,2^7 -.046 -,123 " ■ ,286 .056 , .'123, ;233 ■ ,214 -.iSS ■ ,212 -.IM .249 -.057 J( 
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EXPLORING THE PSYCHO-SOCIAL THERAPIES 



not enough female psychiatrists for separate 
study. Hqwever, we can compare female 
psychologists-in-training with males; and we 
can compare female normal volunteers with 
males. With respect to means, the females are 
much lower on the need for order, suggesting 
that they may be well adapted to working ^ith 
schizophrenics. They may also be higher on in- 
dividualism, possibly an asset in-^dealing with 
conformists and deptessives. 

With respect to patterns of intercorrela- 
tions, there are ohly a few differences between 
females and males. (There are no females in the 
Loysville sample). There are decided dif- 
ferences for three A-B clusters: SD, SQUEST, , 
aW NSOLVE (tables 10, 11, and 13). Not only 
are the cprrelates different, the females are 
higher on these scores reflecting their rejec- 
tion of the tra^ditional malci dominance of these 
interests. Clearly, these three clusters do not 
measure for women what they measure for 
men. The other A-B clusters may have meaning 
for female therapists, but what is really needed 
is a^udy where success criteria for women are 
available for complete analyses. ^ 

Loysville. There were some further analyses 
of the Loysville sample which ma^^be of in- 
terest to some readers. Interrkter agreement 
on such things as severity and improyernerit is' 
not easily computed siiice no two youths were 
rated by the same group of judges and helpers. 



However, in\ercorrelations suggest a 
reasonable measure of agreement. With' 
respect to diagnosis, it w^ found that two of 
the judges and a^number onielpers, particular- 
ly those helpers no longet^^at Loysville, had 
quite d&fferent (and idiosyncratic) frjsm^of* 
refeirerffe for the six diagnostic grtemps/^^e 
consensus diagnoses do not include \he5eipar- 
ticular judges andJhelpers. 

Finally, with respect to tlie Loysville 
helpers, a number of background atialyses 
were conducted. It was found that the/|ielper*s 
scores bh the PTQ personality variabrles were 
not related to (1) the number of youths he chose 
to claim, and (2) the severity of the Souths he 
claimed regardless of whether severity was 
measured by judges or helpers. There werfer 
some significant relations with the age of 
y6uth claimed. Specincally, older youths were 
claimed by those higher in Nurturance Anxie- 
ty (.32), lower in the Work Ethic (— .43), higher 
on Preference for Decision Making and Regres- 
sion in the Service of the Eg6 (.32 and .28). 
Since little else relates ;to the age of youths, 
thes^ findings probably do not affect pur con- 
clusions. Youths who came to Loysville later 
were treated by helpers who were higher in 
Nurturance Anxiety (.55) and Preference for 
'Decision Making (.33) ahdL lower in An- 
tidemocratic (—.28). - . ^ ) 



AppendixS'' ' . 

iSomatic VS. Psycho-Social Orientations^ 



Drugr treatment is considered to be impor- 
tant for psychotherapy because drygs change 
the patienfa l)ehavior. In this way drugs in* 
^fluence the therapeutic relationship* The 
therapialt*s treatmcgit orientation libward 
drugs is also important in the sense that his 
treatment preferences reflect his personality. 
Therapists who prescribe drugs may be dif- 
ferent from those who do not. Therefore, when 
we compart drug treatment with na-di:ug 
treatment there may be changes from both 
sides of the therapeutic relationship* 

The situation is further complicated in the 
present research in* that >when. we pass from 
drug treatment to hc>d]^ug treaiment, the 
meaning of some A-B predictors may change. 
These semantic reversals i^the meaning of the 
**A-B Scale" were found' when we passed from 
high-empathic*interest to low, iwid when we 
passed~from Hospital to nonhospital (although 
we could^find np relation between empathic in- 
terest and hospital/nonhospital). If it is 
reasonaljfle to assume that either empathic in- 
terest or hospital/nonhospital is: associated 
with drug txieratment, then this r^yersal adds a 
third complication to the significance fof drug 
treatment when we u^e certain A-B predictors. 

In the present research it is difficult to 
separate the tihree effects: the^change in pa- 
tient behaVior^he ideologies oKherapists, and 
the semantic reversals, fortunately, some A-B 
predictors fire not subject to the semantic 
reversal. Specifically, SXPRS A and SXPRSS 
have fairly constant meanings across various 
groups of therapists. They are really manifest 
scales. SXI*RS A has predictive power for the 
J tj^e^tment gf schizophrenics fpy two separate 
^ ^dups of therapists (f no drugs are prescribed. 
The correlations fall short of significance if the 
jpatietata are on drugs. 

Thus, we considi^r it possible that the active 
^ pirticipative ' leadership represented . by 



SXPRSA and required fer schizophrenics not 
on drugs may not be so important if drugs are 
prescribed. Since this difference was found for 
the same group of therapistst, it. can be pre- ^ 
sumed that the difference.^ is not in the 
therapist's personality but rather in the pa- 
tient side of the relationship, i.e., a change in 
the patient when drugs are prescribed. (We 
have informatibn about drugs only for the 
schizophrenics at Phipps. All other diagnostic 
groups are drug free in our data.) 
. The other A-B predictors for schizophrenics 
arb also probably invalid when drugs are 
prescribed, probably because they arjp subject 
to semantic reversal. Specifically, the W-B 23, 
and the cluster, SD, which is highly correlated <^ 
with W-B 23, do not predict for schizophrenics 
that are receiving drugs. ABDRUG, which is a^ 
comparable predictor for schizopjirenics 
receiving drugs, produces similar corrielates to 
those for W-B 23 and SD, suggesting^ that, • 
though the predictors don't generalize because 
of semantic reversals,, the personalities they 
represent are somewhat constant reg§pfdless of 
. whether <lrugs are pr^cribed. Speci^ally, the 
correlates suggest that empathic interest and 
toleraiice are needed by^ schisophrenics. 

The question addressed in this appen^|b& is 
as follows: Are ^ch personality characteristics 
also related to drug treatmenj; behaviors and 
ideologies? As noted, we found no difference in ^ 
the PTQ person^ality scales between hospital 
and nonhospital psychiatrists. But hospital/ 
nonhospital is clealrly only a tentative approach 
to measuring treatment ideologies. It is useful 
b^ause it can be used to descri|^ therapy 
^ studies, as well as therapists, but it is a crude 
measuire -because drugs are used in majiy 
nonhospital settingsT' ' 4 

._^Thisf appejidix t^es to push a little further ^ 
/intbNthe complexitieSNof treatment i}nd treat- 
ment ideologies in .r^ation to per^onajty. 
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Specifically^ it presents (1) the SVI3 correlates 
of idrug-preseribing among 17 residents at the 
Phipps Clinic, ap.d (2) the personality correlates 
of treatment ideologies among 25 therapists at ' 
a short-term inpatient facility. 

SVIB Correlates of Drug-PreBcrtbing - /. 

^-Antipsych^tiT drugs were introduced aVtlie ^ 
Piiipps Clinic almost immediately after they 
became available in 1955. Dr. Stephens has 
made available/ the proportion of e^ch 
therapist's schizophrenics for whom drugs 
were prescribed. By correlating this* propor- 
tion with the therapist's SVIB responses we 
can characterize the thera^pists who prescribed 
drugs for most of their schizophrenic patients. 
We must bear in mind that when a new type of 
-^eatment is introduced, whether a therapist 
uses the treatment is likely to be influenced 
not just be his treatment philosophy, «but also , 
by his general stance toward new treatments. : 
Moreover » for those therapists whose residen- 
cies spanned the introduction: period, the pro- 
portion may not be as high as for those who 
came Jdter. Accordingly, We will analyse the 17 
therapists w; ho finished their residencies in 
1959 or later. The proportioh of schizophrenic 
patients receiving driigs varied from 11 per- 
cent .to 100 percent«with a mean of ^5 percent. 
The it^ analj^sis is presented in table 63.^ 

When the items are intercorrelated, ■ four 
clusters emerge. The largest of these clusters 
consists of seven itenis. The' therapists who 
prescribed drugs for most of their schizo- 
phrenic patients are more Ukely to: ^ 

2Q. Like "Clergyman." (Note that this is not 
• / • in cluster 2 below where one might think 
Mt belongs.) ^ / * / . 

299. Rate Higher than some other^aspects of 
work "Freec^bm in working out oiufe's 
own methods of doing the work/' J • 
302. DislOce "Enrico^Caruso, singer." (mte 
that this does q,ot belong with disliking 
"actor^* below.) 
' 321. Would feather be a "Street-car motor- 
man*^ than a J'Streek-car, conductor." 
328. Would rather "Execute plans" thaa^ 
"l2»evelop plans .'V . ^ ^ 



\<f 383. Check Yes tp "Stimulate thtf ambition 
of my associates." V ^ 

.396. Check "Practically never Jborrim" 
- . rather than "Borrow frequeikly. (for 
y personal use)/* (Note that this also is 
not in cluster 2 below.) * 

Although some of these items do not appear to 
have n\uch in common, several of 'Ihem do 
reflect a preference /or /ree active execMitioni 
ifotably 299, 321y and 328. This group of.itelnis 
would conform to some of the s|tereotypes of a 
buay, driving, no-nonsense/physician./ 

The second Cluster consists of six it^ms. The 
therapists who prescribe more drugs are more 
likely to: * ^ j-\ 

103/ Be indifferent toward or dislike "Arith:, 
metic." J 

145. Dislike "Poker." 

146. DisUke '^Bridge." - ^ 
Be indifferent toward rather tlian 
liking *"AthleUc Men;r(^^^ that tliii? 
item ; does not belbng with 
Director in the fourth cluster below,) 
If 4;hey must choose between "Jealous 
people" and "Spendthrifts," they prefer 
the former. ' 
They check "Never make wagers" 

■ rather than "Frequently make wagers " 

As in qlusVer. 1, some of 'the items donHfit in., 
l^ut the dislike for poker, wagers, and spend- 
thrifts Is .very; suggestive of some aspects of 
the ^Protestant Ethic. This is of interest 
because' Hollingshead and Bedlich (1957) 
reported that p&ychologicall}r oriented 
pisychiatrists are overwhelniingly froni Jewish* 
blackgrpunds while somaticaily oriented ones 
are primarily from Protestant backgrounds. 

Cluster 3 is a sqc|al Cluster. The five items 
arer - ' ' 

2^: Dislike "Gruff men;' . / ' 
^300. Rate higher than some other aspects of 
work '/jeo- workers— ^iige com- 
petent and adequate in number/* - 
*^354. Prefer "Belonging to many societies** 
rather than only a few. 
363. Check "Yes" to "Win fri^qds easily." 
r.364^^heck "Yes" to "Usually get other^ 
-'^ : People to do what I want done." 



2^0 

4 



360. 



399. 



s.'.'l ' APPENDIX;?;;;."*' . ' 

Table 63.— SVIB Items Correlated With Doctors' Prescribing Drugs ' * > . 

lor Their Schizophrenic Patients^^'^^^^^^^^^^ ^ ^ * ' - * 

(17 docion who wded meir rtW^aiicles Jn 1969 or lawrj . " 



If m NumbT 
SVIB PTQ - ; 



Item 



Gamma 



. .' I . -' 
7; 
26 
70* 

103 

130 
US 
146 
165 

>254 ■ 

261 
268 
280 
' 284 
285/ 

298 
,299 
300 

302 
•321 

328 
354 
r360 
\363 
364 

383 
396 
399 




4-7 



1-68- 



Actor (not movie) 

Athfetlc Director ' . - 
<5ieV(g^yman . : . 

Playground Director ^ - • V 
Arithmetic - ' . 

Physiology 

Boker ; " » - " .. . - . , 
jridge . ' 

Vaudeville-, < - - ' 

''Gruff men 

People with gold teeth._ 
, People who talk very loudly 
^ Athletic men , '\. , 

Determine the cost of the machine 
.'•Supervise the nianufacturei. of trtli machine 

' Certainty that one's work wjll be judged fairly 
Freedom in working out cjwn methods of doisg work ' 
Co-worke/s— congenial, corppetent, and adequate irt number 

Eririco.Gacyso, singer 

-jStreet-carmotorman vs. Conductor (low' drug) 

(vOeveilop plans vs. execute plans (high drug) ^ 
Belonging .to many societies vs. few (low'drug)\ _ 
Jealous people vs. spendthrifts (low dryg) 
Win friends easily ' '. , " , », ' 

. Usually get other peoplelo do what rwant_^done 

Stimulate ttjlB ambition of my.associates^ Z^"* * 
Borrow frequently vs. never (high drug)ii ^ 
Frequently make. wagers vs. never (high drug) 



—.62^ 
-^.50 

.n 

■•—.61 
.54 . 

, 1.00 
—.52 
—.64 
-.68 
—.66 

= .57 
—.73 
—.78 
—.77 
.58 

—.60 
.64 
.60 



Betyreen the .10 and the .05 level (two-tail) 



82 
83 
140 
200' 

250" 

279 

286* 

3iD8 

312 

358 



4-6. 



Schgdl teacher 

Scientific Research Worker 

Tennis ■ ■ r " > .■' ; 

Organizing a play ' • V / 

Climbing along the edge of, a precipice , 

Relrgious people • 
. People who chew gum 
Teai^ others to use the machine 
•WHItern H. Taft, Jurist . " ' 

^ Secretary of a Sbciety Or club ■ , • y 
Tal) men vs. short meji^hlgh drug) 



A- 



: -.56 

,64 

y^— .75 
.64 
.64 
.65 
' 52 

-.57' 
—.71 
-^.59 

—.49 
.55 
—.57 
—.44 
.48 

.43 
.6A 




;48 
.54 
—.55 



:09 : 

".Id 
.10 

.08 

-to, 

.66 

;06, 

.09 
.07 , 
.06 



(high drug) means lhat the second choice lis preferred by do^kirs wmo prescribed druj^s for most.of their schizophrenic 
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Many of these items «ire suggestive of rather 
casual social ^relationships. v , . 

The fourth^ cluster ha^ four items' and con- 
\8ists ef disliking Actor; Ath^tid Diirectort 
Playground Director, and VaudeVill^,. Do these 
items reflect a^ dislike of strutting ^or an au- 
dience? : t 

It should be made clear that thes4 clusters' 
are\iot so much aspects of a common dimension 
iis they are separate dimensions. Since all of 
thfe items are derived from a common cmterion, 
they tend to be correlated, but the correlation 
iamong the clusters is small and not stai^stical- 
ly significant. In terms of the theory outlined 
on pages 11-12, drug-prescribing is.^a pheno- 
type, a resultant of several genotypic forVes. It 
is not a single dimension from the viewpoint of 
personality correlates. ' 

In summary, the doctor who prescribes 
drugs for most of his schizophrenic patieiks is 
\similar to the stereotype of the active, driving, 
Sioral, sociable but impersonal, physician, 
luite in contrast to the relaxed, informal, ]|er- 
tonally involved stereotype of the psychiatrist, 
while there is nothing here to si^ggest that the : 
somatically oriented therapist endorsed the 
work ethic, he does reject SVIB items relating 
to\poker and wagers, which is also an impor- 
tai\t aspect of the Protestant Ethic. 

the roughly 30 SVIB items in table 63, on- 
ly 3\were included in the PTQ and these 3 are 
not representative. Therefore, the PTQ*s col- 
lected in the second and third studies (chapters 
IV and V)^ are of no use in pursuing these 
analyses further. However, just before this' 
monograph was finished, a second revision of 
the PTQ (Form C) was developed to* include 
many on the items in table 63 plus some addi- ^ 
tional questions on treatment ideology. These 
are.consiiiehred further in the next section. 



Treatment Ideologries 

The last section was concerned with the cor- 
relates of '^rug-prescribing," the actual 
behavior. Treatment ideology is only one 
determinant ofVtreatment behavior. Not only 
caiutjeatment Dehavior be influenced by the 
treatment setting, but as LionelFs study in- 
dicates, ther^ areVther aspects of personality 
which have a stronger influence on treatment 



behavior that tr^finent ide61<^y. Rel&ting 
treatment behavior and treatment ideology to 
personality variables \was One of the reasons 
for developing a seconyreyisioi| of th^ PT<li 

In this revision (Forin CK the followijiig kinds 
of items were droppc^d: (1> -A-B iteins nci 
validated in the 35-dd^tors atiidysis (tables 
10-13), (2) personality sci^le items whiah failed 
to correlate well with the'scales t^ey wei:;e sup- 
posed to be part of».and (3) itenocs which most- 
respondents answered in thelsame way; In 
place of these dropped items, most of the itenis 
in table 63 were fitted in. In^ addition, one exti*a 
page was added consisting ctf questions drawn 
from Strauss et al. (1964); these aret fur:ther. 
described below. v 

Form C was administered to 25;therapists 
a short-term inpatient facility. Thej&e 
therapists, 14/nen and ll womeh; ragged from 
experienced psychiatrists tc^ paraprofes* 
sionals. All hadh had experience ^^orkihg with 
patients for whom drugs werd prescribed. 
Some of the therapists were ex-addicts. The' 
purpose of collecting these da^ wa^ to find out 
whether any of the personality scales in' the 
PTQ correlated viith the drug-prescribing 
clusters shown above, or with the Striuss et al. 
treatment ideologies. \ 

First, with respect to the drug-prescribing 
clusters, it should be noted that the clusters 
were again found to be unrelated to each other 
except ihr a significant, negative relation be 
tween the second (dislike poker, etc.) and tni 
(social) cluster (-.42, p < .05)- The th 
cluster tends to be negative with tlie ot 
three which tend to be positive with 
other. Thtis again it appears that these clusters 
represent several different pjersqnality 
characteristics. 

The "social" cluster does not correlate 
significantly with any of the RTQ personality 
scales. It tends to be negative with-Nurturance 
Anxiety ( — .37, p < .08) and positive with Life 
Satisfaction (.37/ p < .08). 

The firist cluster, active execution, is 
negatively associated with Empathic Interest 
(— .49, p < .02). Thdf second cluster, which in- 
. eludes poker, bridge, and spendthrifts, is 
negatively associated with the Preference for 
Intellectual Challenge (—.51, p < .01). Its 
relation to the Work Ethic is negative, a non- 
significant — .29.. The' fourth cluster, which in- 
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^^^^^ director^! is 

c^^kir^^ re]^t:ed to 

of the ;psyqho-sociai 
v^^Meriipi^ epiphisizes on*e inore the 

dMg^^ ^ jt?^yingf;#) s^dyVthe psychorsoi^ial ; 
^ also of ^; 

5;ft]he^<^ whifjh are often ad- 

' :% tf^' ideologies; the following 

* By and; uirge» when patieEfts are treated wit)i 
drugis^nd shc)ck therapies, itnpr by ement tends^ 
to be pnty iemporary.^(^^ ^ 
Uiiiess organic •'bto^^ 

better 1^ trfcAtment can not be ex- 

pected to* improve m^^ (True) i 

Drugs and shock therapy continue to. be more 
effective than other forms of tteatment for 
persons' hospitalized because of me ntal dis- 
; o|aJers/(Tr^w): ^ \j- ' , - 

Sociological treatment orientatioft: 

! The soiial environment of the hosrpital is an 
f impbrtant^actor in whether or not the patient 
will improye. (yriie) 

The chief limitation ot using the social environ- 
" ment |ii tli(fe hospital as therapy is that it modi- 
fies only the "tixternal (Jutward aspects of. the 
\ patient's behavior. (False) ; ^ * y 
^The role of social f Victors in the development of 
mentaf disorder^ in frequently overestimated. 
^False) ^ ^ 

Psychological treatment orientation: 
As causes of mental distorder, psychological 
factors tend to be less important than biological * 
or social enviroi^mental factors. (Fal^e) . / 



\ Pdychatherapy is lby i^r the most hum 

of treatment for thotey hospitalized for mental 
disorders. (True) V ^ V 

In a majority of cases^ 

schizophrenics witti intensive individual psycho- 
therapy iS, a waste, of the \therapist^ time. (False) 

The tKree were not sigriificai^^ correlated, 
with each other,^ to be' 

negative with the other tw^. 

T^ Sxmiatic prion W was positively cor- 
related "with the Need for - Closure (.54, 
p < .01) and negatfively ^vith Individualism 
(- .40, p < v05)/ The \Sd^^^^ ^ one was 
negatively correlated with the Needifor Order 
(-40. p < >05)^ndpb^ 

Deference Anxiety (.52, < .ai). . The Psycho- 
JogicaJ one wM positiyeljr correlated *|ivith Em- 
pathic Interest (.40. .J <V.05) and negatively 
cpf related with the Need fm Order {-^ .44, 
p; < .04) and Nurtiirance Anxietj^ ( — .47. 
p < .03) \ ' \ 1 . • 

These findings sugj;est that there is an in- 
teraction between the jpsycjhosocial therapies 
and^drug treatments. In chapter VII we have 
alreiidy noted- the interaction between 
diagnosis and treatm^cnt, and the possible in- 
^ei^action between treitments and the definir 
' tipn pfi;he outcome of IreatmentSi) The interac- 
tions are not adequately handled by random 
assignment ^ne, fcr, wMe a particular 
therapy .miay be effe stive even though the 
therajpist does not beUpVfe in it few would deny 
that the. therapist's belief in therapy is usually 
^ potent forcie in treat iient 

The issues^^presentie d in this appendix iare 
' the most difficult that ^^^re encountered in this 
research. I riecognized very early that the in- 
dependent, variables were somehow intertwin 
ed with each other and with control ^ variables 
The Ijospital/nonliospital distinction is a useful, 
preliminary solution* 
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Moltivaria^ Ahal|rses 

|;/, 

/In thes^ stud^, the analyses hs 
based on fairly Ismail cells— 46; of jtliiL 43 of 
that, and so forth— too small vfor jreliable 
niuUivariat^ analysts. Taketiy^ all Jtogether,^ 
several Ihiin^r^^ PTQ's werei^oilect|d. Why 
not throw them aU together , and cbndd^ fac- 
tor; Analysis? IWhy ^ot lise^he hiajor hbr iter ion 
variables as dependent yairiables in ajlmultiple 
regressibn? These are the ij^ties considered in 
this appendix. /While defiMtive ansW^ 
not be forthcoming, von^^ conclusion is 

that multivariate' ;an^^^^ no 'Mbstitute 

for some/good hard titinking ajbc^ut tjne data. 

Ijli oroer^.that t^^^^^^ the 
analyses: reported^ Qbnpist largely of forming 
subcells on ceriain.ojt!^ such as sex, 

treatment set^p^ professional status, etc., 
and t|ien jc^^ the , Jntercjprrelation 

matrices^"^^ covariance 'rmatrices among 
the^:^^iarious cells. Although the currently 
available statistical testsi are not id^i al for this 
mrpose, it was possible to establish i;hat, so far 
"^as A-B predictors are conceijrned, m en are dif- 
ferent fi'pm women, and hospital psychiairists 
are different from nonhospital ones. 

Table 64 presents factor aiialyses Tor jthe 89 
psychiatrists* The analyses Were conducted on 
the A-B clusters, above the dotted line» and the 
PTQ personality scales belbw the line. Work 
Activity was excluded because| it is so skewed 
that the Pearsonian r's are not reliable. Most of 
the A-B predictors are not included because 
they contain overlapping itemis. The clusters, 
however, contain no overlapping items. For the 
group as a whole, one additional variable was 
added, namely^ hospital/nohhospital which 
defines the subgroups, hoping that it would 
h^lp sort put the difference. It did not. 

While 89 is still too small, it is large endugh / 
to illustrate the dangers of relying| on facto/^ 
analysis exclusively for data reduction. Factor 
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-analysis assumes ' a comriibnsatory model. 
Variables are additive or subtractive; they can- 
not be. additive her^ and/^ubiractive thei-e. In 
fact they canii^c^t pven be additive in one part of 
the sample, and] irrele'^ant in another. There is 
iio way for th^ factor ahaljrsis of the total 
group to show the quite' different loadings-of 
SQUEST,'SiD, DBtJSNS, arid NSOLVE foSthe' 
two subgroups. The analysis ;f or the tOTal 
group tends to^ dump >th^se variables, tiie 
variables of prime interest, into minor factors. 

This is not to sK^r that the jfactor analyses is 
not useful. Among' the manifest personality 
variables from the PTQ there is a reasonably 
common structure at least so far as the first 
two factors are concernedt. even though the 
cells are smal^. Moreovter, tlie factor analysis 
seems to place the manifest scale, SXPRSA, in 
the second factor which has ^ loadings on 
Preference for Decision Making and Hig^h Per- 

. sonal Standards. But then, if meanings are 
manifest, who needs to analyze? It is par- 
ticularly with respect to the A^B clusters that 
we s^ek information, and it is here that the fac- 
tor analysis fails us. 

Multiple regression likewise assumes an ad^. 
ditive^ compensatory model unless we build in 
some interaction terms in advance. Since our 
task is vto find where such termis are needed, 
they cannot be anticipated in the model. :$The 
failure to find any common variables repre- 
senting succiess with various diagnostic grotip> 
makes it difficult to pool our data. 

Analysis of variance, of course, can test for: 
interactions, but the model usually take^ the 
independent variables^ as attributes, thus 
throwing away a great deal of information 
when these variables are in fact ordered 
classes as they are in our dat^. Moreover, 
analysis of variance tends to throw information 
away if the independent variables are not or- 
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tatlon of Principal Components-o . «..-w. -r 
^ PsychlatristSi and Residents ' , / 



.MNonlKMpltal 
Piychlitriiti 



43Hospttil 
Psychlatlltti 



Alt 



1 2 



3 4 



.2 



3 4 



SXPRSA 
SXPRSS 
8QUEST 

SD . 
OBUSNS 
NSOIVE 
NQEST1, 



NCLOSfl 
REGRSN 

i WRKETH 
\ NORDER 
UNREAL 
AMBIVL' 
iDECISN ,. 
8TN0RD 
REMORS 
ANTIDM 
INDVDL 
OEFANX 

• NRTANX 
SCIENC 
INTL^C 
XTRAVR 
FERVOR 
SATSFN 

• N0N/H8P 



70 01 ✓ 

Variance 



Decimal points omitted, 
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thpiiibiial. hopefully other multivariate jqiBdelia 
wii^ tie developed tkat more adequatiely fit 
requirements of naturalistic observation infi 
natural experiments. 1 1 

Ini the meantime, clinical researchers need to 
respect the costly character of their data and 
not be oyeriy impressed with thfe prestige of 
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ilefi/ant 'models. In the present studies,' the 
/ Ijarekks came not from multivariatej models' 
yThfey came when I asked the substantive ques-. 
ti^ns: How might these subjects differ from 
/ psyehotherapists? How might these therapists 
differ from each other? . . 
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Appendix 10 

Extracted &om: 



Commonwealth of Pennsylvania, 

Department of Justice, 

Juvenile Court Judges* Conimission, 

Caseload Classification and ^ ^ 

Supervision Ajpproache? 

(mimeo), pag^s 17 to 23. • ■ ■ - 



Although wordsM or '"labels" are used to 
describe an individual or his behavior, this pro- 

^cess only has meaning in terms of assisting us 
in||n(|erstanding his behavior andjdentifying 
possible supervision approaches. It should be 
noted that delinquent behaviors' are^'usually in- 
dications of underlying problem^r^or situations. 
Thte' supervising officer m^ust be able to see the* 
juvenile as a hunaan being capable ""of many 
behavio^im^and he should be aware that terms 
used to describe some of the child's behavior 

. are only conceptualizations intended to of f er a 
better understanding of the causes of the 
behavior. 

' There is another caution wliich must be con- 
sidered 'in^i^lassifying behavior. When a 

- juvenOe's ^Triavior is ciissified there is a 
tendency to view this classification as a final 
decision, and thus to perceive the child as such, 
no matter what new behaviors he may demon- 
striite. This is a misuse of classification since 
behavior can change at any time, and the 
supervising officer .is responsible for working 
with a juvenile as he is at the present time, not 
as he -was when he was originally classified. 
Thus, classi^cation is an ongoing process 
which takes into account the growth and 
development of the probationer and any 
changes in his behavior thatjiiiay occur. 

[The A^hibi^l provides a basis for the 
classification of juvenile offenders* behavior, 
based on the data used to determine ap- 
propriate disposition, as developed in the first 
section of the paper. The Task Force studied 

. various classification systems that had been 
developed joSy - other professionals in th" 



juvenile justice system, and then adapted the 
cross-classification of offender typologies 
developed by Marguerite ,Q. Warren. This ap^ 
proach aUowed the Task Force to consider 
many classification systems and then adopt a 
classification method built on considerable 
research (Warren, 1966). 

As. in the caseload classification recommetx- 
dations. seldom will a juvenile fit completely in 
one super visipn category. However, in, most in- 
stances, a delinquent will usually fit into one 
category more than another. 

In using this system, it must be remembered 
that it is based on the understanding that 
supervision must be provided either because of 
the child's needs or the nature of the offence. 
For example, the classification of Situational 
Offender, in this system; is used to describe a 
client who at least requires informal adjust- 
ment. Many children who^ are adjusted at in- 
take could be seen as Situational Offenders, 
but some mitigating circumstance requires ad- 
justment at the intake level. ^ 



The Situational Offender 

The juveniles described by this term are 
usually found to be normal children who don't 
appear to have any jstrong heed for supervi- 
sion—for example, the youngster who is social- 
ly well adjusted, but who made a mistake, or 
was led on by the group. Involvement in delin- 
quent activit^^ is usually accidental or the 
result of a specific situation which was over- 
whelming. ^ 
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SITUATIONAL 


SUBCULTURAL: 
'IDENTIFIER 


NEUROTIC ■ 


MANIPULATOR ' 
ANTISOCIAL , 


.confoiimist': 


I'V/-^', 


Nature of 
Offense 


' Deiiriquenlactan 
accident or caused 
by situation 


No Substantiated : 
research 

• : : . 


N(vsubstantlat6d / 
research- 

. ■ ■• , ■ 


''Nosut)stantlated ' 
,: research ' . 


Client was|' /. : ! 
: follower Jiivolved/ 
withothers / 

r .'''''■■''"' ,::'■•: / 


Client Drobabl? . 
'comm|ed.de'; 
tinquenticl . ■ 
aipne . : '. 


Prior/': f / 
Oelinqufnl 
Behavior ' 


Probably 

none . ' , , 


Behaviors all V 
accepted by r 
"peer group'' : ,■ 


Property and 
person offenses 


Property offense' 
involvtng personal ' 
gains-; ■ .'■ 

- ' ' ' ' "S'''"''- 


' Involvedwith: : 
pothers and /, ' 
Idetillfiedas ■ ' 
follower 1 ■' ./ 


Impulsive 
hostile acts . 
'ivhich'thayhaw 
'baen;Viol6nt / • 


Ttireal In 
self and/or 
cornmunlty- 


No 


- , , y _ 

M.ay,be threat ' . 
' 'toothers 


. Possible threat : 
because of anxiety 


Leader^who could:' 
,be threat to'' ' 
others ' , •'' 


i : /::-/' 

///iPossibl'elhreat v:. 
thiijugh peer?. ' 

■ 


Exploslvebev ' ■ 
,havlorm:akefi 
■tifmatli'reat . 


.Family . 
Structure 


■ Probat)ly ' ■ 
acceptable ^ 


Parents are- 
suspicious and ' / , 
distrustful 


"Parents are child," 
like and client Is 
expected to be , 
adult.' 


Pplslnconsis-' 
/tent in providing 
love and rejec- 
tion 


Weakparmtil : 

■/discipiineor' :' 
■;i(idlfferehce . „:' 

■'':";'•,■''*:■/ 

-'//• '''"^ -/:'''. 


:parelitswlth 
'possible. , ■ 
physical' 
■crueiy . ■ 


Attitude 
Towards 
Current 
Situation 
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behavior Is ' 
acceptable 


Denies self image . . 
of deliiiQuent ' 


' Justifies behavior 
. as warranted or ' 

reasonable' 


Admits responsi-' : 

hllitv Inr h 

behaVV; '/,:' 


Denles r^spoii^.; . 

projects blame ; 
onto world !:: 


Emotional 
Adjustment 
and Control 


.Probably sound . 


No obvious 
, problems ■ 


Anxious and: 
confused ■ 


Emotlonaf : 
Isolation ; 

.:./!;',' ' 


: ;Behavior defer- 
mifiedbymeed,' ; ' 

for* i'-:'/'. 
'approval 


No Ifiipulse ' ' ' 
control-'.. ' 
infantile 

demands / , ■ 


School 
Adjustment 


Pjobabiygood 

I,' 


Identified as, 
acting out and 

"bad"yo|lgstk8 


Unusual behaviors ' - ,: 
noted In records: A 

' 'r'''''i'^'v 


V History of usiflg 
classmates itid . 
instigator : . 


History of [ . 

altentipn seeking 
• behavior-performs 
'.liielliWtien 
. observed ' 

; , ' 


History of 
acting out' 
uncontrollable'' 
rage 


Peer Group 
Relationships 


Probably, 
'.acceptable 

f 


Intense peer 
relationships 


Probabkia londT'^mav 

.... 1 ■'• '■'/ 1 ',' 


se#tltefnas ' 

:''8iiel(9ri:':' i 

■ ■ ■ .\ \ ),' 


;.. I'lociosBrBiaiion- 
'i.shipSpbut' '■:■ 
,; •: attempts are made 

./,''•,'*,■■ ■ 
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seetilnas . 
strange 
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Superviision in! theae cises should be 
directed toward helping the client solve the 
specific problem which Ic^d to his violating the 
law. In: the example mentioned above, the pro- 
bation office;^ would; attempt to help th€^ 
juvenile Und^rstand'his need to make decisions 
independent of p^r groilp influence. 

. ' ■- ■ .■ ' • '/ • ' >• 

Clients described by this term will usually 
he fqund to have developed normally, but will y 
have interinali^d the value system of a minoriT^ 
ty group. A cbtnmon example of this kind of 
juvenile is a child frbm a middle;cla3S home ' 
' who joins a commune. 

Two ySvels of supervision ar^ recommended. 
^' The first is directed toward stopping the deliri- 
4^ent behavior by demonstrating to the client . 
through discipline, that delinquent jbehavior is 
/pot an effective metliod in satisfying his or her 
' needs. This method also emphasizes teaching 
thfe individual how to meet his status needs in a 
wity th^t is acceptable in the larger culture. 
The second level of supervision recommended 
is focus'^d on changing the content of the 
client's value system; and^.therefpre, his self- 
; controL This approach requires working 
through a reWionship witli a strong identity 
model who represents the values of the larger 
culture. This approach will help the delinquent 
broaden his self-definition. 



• Ahtisocial-Manipulator 

. Clfents. de^ribed by this t^rm are usjaally. 
characterized as not having incorporated ap- 
propriate social norms. They appear to have no 
remorse for their delinquent behavior. Super- 
vision recommendations moye in two Sep 
directions. One method is to ewiourage the 
manipulator to develop his manipulative skills 
in a socially acceptable direction, to increase 



social perceptiVeness and ability to predict via 
group treatment and increasing opportunities; 
for legitimate accoinplishnients via training'in 
work, athletics, etc. The second supervision \ 
method allows the offender to work thro^^ 
his childhood trapma In a relationship which ; 
will revive or develop his capacity, to de^iend 
on sind be concerned about others, Thi* a,p- . 
proach usually involves susta&e4 long<erm in- . • . 
dividual assistance requiring authoritative^* -^^^^^ 
external controls and off ers limited probabUlfcj^ y!^;^^ 
of success. ^Tjiis approach .is usually considered 
impractical in probation settings. . ' 



■ . , . . . • • '. » 

Conformist 

This^ client is best charactenzed as having an 
unusijally strong need for approval, white, 
presenting himself as problem free. Suft^r^v 
sion recommendations include the ! \isfi;^f^ a 
clear, consistent, external struct iire in^ w^ii|^^ 
concern for the offender can be i^xpresle^^^^^ 
control of4iis bgjiavior, use of group vfoft^iii^^^ 
crease social perceptiyeness, useJ^^eer group 
as a pressure toward nondelinguency, aiid the 
teaching] of skills in order to Help change self- 
definition in the direction of adequacy and in- 
dependence, r ' . 



Asocial Type - 

This client is usually char^cjerized as living 
little control over his b^tiavior;-^^ im: 
mediate gratification^v and ,4s: ^ selftcentered.: 
Supervision reconjniendit^iMri^riclude"^^^^ clear , 
and concrete structurl'-' 9! loi^ ^rJ&ssurei : 
warmth, and acceptanw from^aa fe^ Pf^ 
tiept person. SuperSrtsidrf shdvil9 Ibe slo^ ^^^4 ' 
supportive in the^direkstion of conf f^jrmitj^ and 
attempts to reduce the fear *o%a^^ 
and rejection should be^niade tlirough^^^ 
rather thaii counseling.;! . ^ ^ , 
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esis 
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confounded in combination, 91 . 

confusion with evaluation, 3 

of delinquents, 55, 57-58, 169-171 

expertness in, 91, 160 

hierarchical nature of, 12, 55 ^ 

ignored, 8, 19 
^ importance of, 3, 12, 82, 84, 90, 92, 94 

pejorative dangers of, 3, 58, 16Q 

Quay, 61-62 - 

reliability of, 12, 81, 111, 160 
differential hypothesis, 1, 7, 8-10, 94, 114 

and "A-B Scale,*; 19, 78-79 
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I>Hjdntinued . " 

aifd dl^erentiation in patholol^ ^ . 

empirical support » 41, 45> 60-61, 80-82 ^ / 
and experience in therapists, 9, 81 
and generalization* 6, 12, 79 
illustrated, 3, 81 
dimensionality, «ee Coefficient Alpha; internal 
consistency; multidimenaionality; multiple 
traitd of therapists / . * 

distortion of test responses, personality, 

measurement of . / 

DN (predictor) 

and AB variables; 40, 154 / 
defined, X, 36, 42 

and improvement in delinquents^ 65 

means and atandard deviations, 149, 157, 158 

and MP variables, 47 
dogmatism, 27, 114, 137, 141, see also Fervor 
D OTHR, X, 40-42, 148^149 
drug therapy 

and AB research, 20 

controlling for, 85, 148 ' .'^ 

importance of, 3, 13, 48-51, 85 

interaction with psycho-social therapy, 2, 34, 
46, 48-51, 75^76, 91, d48, 149 

^d somatic orientation, 28, 29-31, 161-165 . 

EOT, 41 ' , ' . . 

education of the therapist, 73, see also trammg 
effectiveness, 3, '14, 86ff 

of psychotherapy, 13-14 
efficaciousness, 14 
J embedded figures test, 114 
Empathic Ihterest 

and AB variables, 47, 52 

and active execution,^ 164 

Coefficient Alpha, 27, 92, 109 ^ " 

defined, 21-24, 131 - 

explanatory power, 21-24, 78 

in factor analysis, 167 

and improvement in delinquents^ 64 

and improvement in psychotics, 79 

and improvement in schizophrenics, 76 

means and standard deviations, 157^ 158 

and MP variables, 153, 156, 159 

aiid treatment orientation, 30-31, 165 
empathy, 8, 114 
episodic improvement, 66n 
ethical issues in research, 86-87 
ethnocehtri8m/22, 63, 78, 80, 136 
evaluation 

ambiguity of, 3 

interaction with independent and control vari- 
ables, 93, see also diitferential hypothesis; 
ftmctional reversal . 

Aiethodologic issues in, 3, 84-90, 92-93 

nullflndings, .1, 13-14, 84 

in^program evaluatiQQ, 8, 81-82; 87 

role of the therapist in, 10-11, 16, 85, 89 
expectations, 86-87 
, of patients, 87-88 

of therapists, 88-89 



^cts, 86, 89 
102-106, see 



47, 52 
la, 27 



also research 



experience oTthe therapist, 9, 61-62, 81 
experimental manipu]|^tioii, 86-90 
administrative |ki 
exjpilorationy 8^, 

: strategie 
ExtroveMi 
and AiBi^siT\Bbl 
Cbeifident Alp: 
d^me^, 140 

idArxxg prescHbing, 162-164 
in yfactor analysis, 167 

d improvement in delinquent^, 64 
ean3 and standard deviations, 157-158 
and MP variaHles, 153, 156, 159 
and personal involvement with schizophrenics, 

and SQUEST,j47, 102 
exti-overt, 7 

factor analysis, j6, 92, 109^ 166-168 
feelings, ignrorihg others', 74 
femininity, 1131 
Fervor, se^ afso dogmatism 

Coefficient Alphsc^ 27 

correlates, 45 

defined, 141 

in factor -analysis, 167 

and improvement in depression, 151 . • 

means and standard deviations, 157, 158 
field independence, 114 . / 
Followup Study of Former NIMH Trainees, 28, 

30, 31 ; 
Freudian school, 4, 74 
F Scale, see aiso Antidemocratic 

and the *'A-B Scale,'* 22, 23, 114 

and attitudes toward serious mental disorders, 
22, 80, 114 * ' 

and custodialism, 22*. * 

defined, 136 

and ethnocentrism, 22, 63, 114 / 
. and Fervor, 141 

and Individualism, 138 

and mental health professionals, 24, 107 

and Need for Closure, .128 • 

and rejection of business interests, 80 

and rejection of manual activities, 22, 24 l 

and subcultural identifiers, 63 
functional psychoses, 12, 79' 
functional reversal of the A-B predict^ and scales 

and improvement rates for schizophrenics and 
neurotics, 41 ^ 

and item overlap for schizophrenics and neu- 
rotics, 42, 148 
^ and personality disorders, 77-79 

and semantic reversal, 78 

and severity of disorder, 79 

and sex of client, 78 

and V.A. butpatients, 32, 78, 79 

generillist approach, 1, 7-^10 
acceptance widespread, 13 
evidence summarized, 76-77, 80-81, 94 
and experience of therapists, 9, 60-*l, 81 
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iind increase in variance df outcome^ l4 
> and personal adjustment of the th^rapi^t^ 8, 81 
and plasticity, 12^ 78, 82 • V 

^ generality^ of findingis i * - 

assumed widely, 8; 10, 13^ t 
and comparative approach, 1 > ^ . 

and diagnosis, 7, 12, 46, 74, 80, 8e« a/so ^ener- 

Aalist approach \ 
in research reported here, 79, see a^so female 

therapists ^ ■}■' 
and selection tests, 18 , 
and therapeutic modalities, 2, 5, 81 
and therapists' education, 73 > 
genotype, 11, 109, 164 A 
geography, 39, 92, 148 

habit patterns, 9 Y . y» 

habits^ bad,. 14 
"Hawthorne Effect," 86 

homogeneity of scales, see internal consistency of 
scales 

homosexuality in schizophrenics, 113 
hospital/honhospital afflliation of the therapist 
and "A-B Scale," 32-33 , 

correlated with interest in psychopharmacology, 
30 

and drug-free preditors and clusters, 45, 47, 
155 

and drug-prescribing predictor, 61-52 
. mean and standard deviations, 157 

response rates, 30 ^ 

semantic reversal, 32, 78, 166 

somatic vs. psychosocial orientation, 31, 161, 165 
hyperglycemia, 15 
hysteric, 9, 74 

ideologies, treatment, 30^ 62, 161-165, see also ^ 
psycho-social treatment orientation; social 
treatment orientation; somatic orientation .m^ 
ideology and behavior, 6, 30, 79n, 114, 164 ^ 
improvement, episodic, 56n 
improvement criteria, see also MPRV 
at Loysville, 57, 58-60 ' 
at Phipps, 16 

and severity, 56n > 
time tren 
^ ind^lpendence, Held, 114 

independence of judgement, 136, 139, see also 
' V Individualism 
independence in sampling, 106 ' 
independence of variables, 35, 40, 41, 43, 60-61, 
tfee a/so criterion variables, intercorr ela- 
tion of 

independent variable in evaluation studies, need 

to define, 1, 3, 6, 13, X4, 91 
Indiana study, 9 
A Individualism 

and A-B variables, 47, 52 
behavior and ideology, 79n, 80n 
Coefficient Alpha, 27 



INDEX 

definedyl38 V. 
in factor analysis, 167 
and field independence, 114 
and improvement in delinquents, 64 
means and standard deviations, 157-16^ 
and MP variables, 153^ 156, 159 i ' 

and somatic orientation, 165 

individualism, rugged, 43, 79, 79n 

information statistic, 106 

inpaj^ient/outpati^nt, 9-10, 19, 79, see also psy- 
chopathology, differentiation in; severity 

insulin shock, 41 

interaction, statistical, 9, 78, 92-93, 165, i66 
interaction, therapeutic, see process, therapeutic 
internal consistency of scales, 109*1^0, see also 
Coefficient Alpha . . 

and criterion^based tests, 102-103 

of drug-free clusters, 43-44,^1^9 / - 

inappropriately applit^d to' toultiiiimensional 
predictors, 18, 108, 112 ?: / • 

and test-retest reliability, , ■ ' 

interpretation, clinical • ; 

of correlates of correlates, 46 

of increase in variance in the ci:iteri6][j', I4n 
. of the pilot investigation, 22-24 , 

of the second and third; studies, 73^2 
anterrater agreement, seie reliabpity measures 
introvert, 7 

\ involvement with schizophrenics, s^e participative 
involvement i 
item analysis, 19, 61-62,il02, 103, 104, lOS 
for the A-B predictor,"^3 | 
for "other" A-B items, 2? f ^ 
for Quay Correctional Preference Survey, 61-^2, 

. 71-72 ■ ^> 

for rejection of manual a<^tivities, 24 
of SVIB for the "A-B. Scale," 17 * ' 
pf SVIB for drug-associated^redictor, 48 
of SVIB for drug-free predictors, 36-89 ' 
of SVIB for drug prescribing, 162-164 
of SVIB for success with delinquents, 66-70 

items, selection of, for PTJ} : 
pilot investigation, 21 ' . 

' revised questionnaire, 26, 35, 41-42, 107-108, 
109-110, 143, 146n ■ 
second revision, 164 ^ . ; 

item selection * ! 

for comparability with other research, 107-108, 
146n 

for internal consistency, ip9 • * . 
for modernity, 41, 146n 
for neutrality, 108-109 j . 
for rapport, 107, 108 
^ for sequence, 146n 

for specific objectives^ 211, 26, 61, 107-108 
for specific populations, 107 
for variance, 108, 146n i 
items used out of context, i03, 143 ' 

Johns Hopkins University, 14, 15-16, Me also 

Phipps Clinic f - \ 

juvenile delinquents, ^see delinquency V 
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Kemp extension of the "A-WScale/\108, 113 
knowledge, advanced and less advanced fields of, 
6, 83. 102 

- ft y 

labor-management stride/ 44 
leadership, 7, 75, 76 
leisure, see Work Et 
length of stay, 60 
"length of the test/' 107 
Life Satisfact(io,n 

Coelfficient Aljp/ha, 27 / 

correlates pf,/45 

defined, 141 

in factor analysis, 167 

means and^standard deviations, 167, 153 

and social treatment orientation, ll6|4 
linear ass^mptiortV 105^106, 166-16^ \ 
literature, therapist's liking/for, 73-74, 75 

see aiad NQflSTl ^ \ 

LoysVille, JPennc^ylyania, Youth Deyelopjnent 
C^hter, 2,,^8-.29, 54^55, 63, 76-7.7, 94, 160 

"Manifest persphality s^ale, 19, 45-46, 95\ 
manipulation, exnerimental, see experimental 

manipulation 
manipulators (delinquent) 
/ and AB variables, 65 
. defined, 57, 170-171 
improvement of, 6.9 
and MP variables, 64 
and Quay diagnosis, 65 
Quay Survey item analysis, 72 
results interpreted, 76-78 
' severity of, 59 

SVIB.item analysis, 67-68 
manual apd mechanical interests, rejection of 
and "A-B §cale," 17, 22, 112 
and feitiinihity, 113 
: and> Scale, 22 
\- \ and functional psychoses, 79 ^ 

amplications for personality theory, 92 
meaning of, 19, 22, 112-116 see also SD 
V PTQ item analysis of, 24 

■r' redundancy of items, 21 , ^ 

and SD, 42, 43, 79 , 
semantic reversal, 22, 43 
and JVork Activity, 79n, 142 
and Work Ethic, 79n, 113, 132 
matching clients and therapists, 9, 81 

complimentarity and similarity, 112-113, 114 
delinquency studies, 55-56, 62 
McNair reversal, see functional reversal ^ 
meaning, scientific search for, 102-103, 107 
meaning^ of communication in therapy, 6, 92-93, 

114-115 ' - 

measurement, »ee criterion variables; p^sonality 
measurement affecting therapy, 90, 93 * 
mental disorders, 1, 77, see qI^o specific disorders 

contact with, when growing up, 127, 152 
mental health programs, design of, 1, 3, 81-82, 

94, see aUo evaluation 
methodologies, 83ff, see also research strategies 
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miliJeu setting, \herapen»ii8 influenefe in, 54, 56 
mUifeu therapy, 2, 15, 14n, 15. 81-82, ft*, 
minimizing biases^ 89, 90K see also optimizing 
Minnesota MuitiphVsic Personality Inventory, 

f f 8,81, 113 
inonotonic assumption, 105-106 
lyioralism, 113, see afso Remorse; Work Ethic 
;Ti|iOxivation of respondent, see respondents' moti-* 
' \ [ \ : . vation \ 

7RV, see also criterion Variables; improvement 

criteria; item analysis 
and AB variables, 40, 65 
j : defined, xi 

for Loysville data, 58-61 
rtiean^and standard deviati 
^nd MP variables, 64 
Ur Phipps^data, 35, 41, 148 
ipultidimensionality/ 18-19, 164 
nbiltiple traits of therapists, see 
: variable" ^ 

as aspects of therapy, 21, 22, 24 
as inferred from independence o/ 
92, 162 

as inferred from selection tests, 18 
multisemantic predictors and clusters 
**AtB Scale," 18-19, 22, 32 
DpUSNS, 43 
and females, 21, 34, 160 
and hospital therapists vs. nonhospit 
^ 32, 91 

and prenied students vs. psychology 
32, 91 

SD, 42, 43, 79 see also seinantic reversal 



fso "therapist 



isters, 43, 



ones. 



ajors, 

W ;7 

29, 



and somatic orientation vs. psycho-socia 

-s . 30 : . ■ , ■ ^ 

multivariaii^e linear models, 102, 166-168 
music, therapists' liking for, 77 



N (predictor) 

and AB variables, 40, 154 
clinical interpretation; 73 
defined,, xi, 42, 43 . | 

and improvement in delinquents, 65 
ineans ahd standard deviations, 149t 157, 158\ 
arid Imp variables, 47 
National Ij^isfii^tes of Aeakh Clinical Center, 21, 
I '^28 ' ^ ■ ■ ■ ■ ' 
natuialistic methods, 83, 89, 90, 92, 94, 168 
need for appRovali 171 \ 



Need for Closure \ 



\ 



52 



and AB vari£lbles,\4T, 
Coefficient Alpha, 27 
defined, 128 \ 
in factor analysis, 167 ^ 
general therapeutic trait, 81 
awd improvement in delinquents, 64, 81 
and love ahd marriage, 107 
means and standard deviations, 157-158 
and MP variables, 153, 156, 159. 
and somatic orientation, 165 
Need for Order v, 

and AB variables, 47, 52 
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Need fair Order (cant) • , - 

Coefficient J^lpha, 27 
defined/132 . 
in factor analysis, 1Q7 
and improvement in delinquents, 64 
and improvement in neurotics^ 151 
means and standard deviations, 157, 158 
\J and MP variables, 153, 156, 159 
and psychological orientation, 165 

^ and sex of therapist, 160 ^ 
and sociologic orientation, 165 

need-:fear dilemma, 76 

neurotics ' - 

and AB predictors and clusters, 35-45, 63, 65 ^ 
and "A-B Scale," 19, 40, 78-79, 112, 148 
clinical interpretdtion^ 73-75, 79 / 
delinquent, defined, 54-58, 170-171 
and the functional reversal, 78*79 
improvement rates at Loysville, 59-61 
improvement rates at Phipps Clinic, 34, 41, 4b, 

149 ^ ^ 
■and milieu, therapy, 81 ' 
and moralism, 114 

- and MP variablc^B, 47 

* and Ne€|<4' for Order, 151 
and Nui^urance Anxiety, 151 
and personality disorders, 76-77, 81 
and .Quay item analysed, 71 ^ 
and Quay variables, 62, 64 ^ 
. and Remorse, 63, 151 

and replication of Phipps findings at Loysville, 
63,73-75 

SVIB item analyses, 36, 39, 66, 144, 147 
nonrandom error, see hi^B ^ 
normal volunteers, 2l\ 28-29, 32-33^ 
N OTHR 

^ , and AB variables, 40 ^ 
defined, xi, 41, 43 ' . 
mean and standard deviation, 149 
NQESTl . : - 

and AB variable!, 40, 154 
clinical interpretation, 73-75 
Coefficient Alpha, 109 ^ 
and contact with mentatoiisorders when growing 

up, 152 ^ 
defined, xi, 39, 44^5 
/in factor analysis, 167 

^and improvement in delinquents, 65 ' 
• means and standard deviations, 149, 157, 168 

and MP variables, 47, 155 > / 

NQEST2 ^ 
u and AB variables, 40, 154 

Coefficient. Alpha, 109 - 

defined, xi, 36, 39, 44-45 
i' in factor analysis, 167 

and improvement in delinquents, 65 

means and standard deviations, 149, 167, 168 

and MP variables, 47, 155 - 
NSOLVE 

and AB variables, 40, 15< - 
and age of therapist, 162 
clinical interpretation, 73-76, 94 



Coefficient Alphjj, 109' 
^ defined, xi, 139, 44-45 V . 

in factor analysis, 167 ^ i 

and improveinent in delinquents, 63, 65,*fe6 

means and standard deviations, 149, .167, 158 

and MP variables, 47, 155 

and sex of therapist, 160 
null findings ' ' • 

common in therapy studied, 1, 29j 83 

expUfkation»for, 13, 84 

in hospitals with ^'A-B Scale, 'M9, 29 

inferences from are risky, 75,403-104 
null hypothesis, 103. ^ j. 

nurturance, 5 ' . ^^^^ 

Nurturance Anxiety •; 

and AB variables, 47, 52 \. * ' 

and age of therapist, 152 

Coefficient Alpha, 27 

defined, 139 

in factor analysis, 167 ^ 
and improvement in delinquents, 64 
me^ns and standaj^d deviations, 157-158 
. and MP variables, 153* IS6, 159 , 
and psychological orientation, 165 
reversals for schizophrenics and persorfality 

disorders^ 77. : . " 

and social orientation, 164 
and success with psychotics, 79, 151 

and time at Loysville, 160 • , \ 

* 

objectives in research, importaiice of, 6, 83, 103, 
104 / 

observation, systematic, 15, 16, 20, 74/ 83 

Omnibus Personality Inventory, 113 

one-to-one therapy, 5, 16, 82 

optimizing, 83, 84, 85, 107 

Organization Level at Loysvilljj, 54, 56, 64 

original validation group, validation group, 
original 

OTHR D, OTHR N, OTHR S, sec. D OTHR; N 

OTHR; S OTHR 
outcome measures, see nlso criterioix variables; 
MPRV 
and diagnosis, 84-86 
impact on therapy, 93 
at Loysville, 58, 68n 

• at Phipps, 16 — 
progress in definition of, 3, 13 
and records, 92 
and time trend, 148 
outpatients, see inpatient/outpatient 

participative involvement with schizophrenics, 2, 
16, 24, 76, 76r'(S, 94, 114, 161 ' 

pathogenesis, 8 , ' ?4 

patient defined, 73 ^ , ^ ' 

patterns of correlation#,''21^22, 45^, 51, 63,. 73, 7€ 

Pearsonian r, 106 " 

Pennsylvania Juvenile Court Judges' Commission 
65, 67, 169 . 

personal adjustment of the therapist, 7, 8, 81, 94, 
108 
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personality^ see also plasticity of the therapist 
deHned, 11 

stability oyer time, 150-151 
personality disorders . , 

clinical interpretation, 76-78 - 

compared with other diagnoses, 77 ' 

and functional reversal, 78-79 

among juvenile delinquents, 55,1^, 76 ^ 

and outcome measures, 93 « 

as research objective, ,54 * ** 

among yA^outpatients, 19 ^ 
personality measurement, 92, 95, 102-103, 105, 
\see also social desirability * 

distortion of responses, 18n, 151 

importancey^^ context irv 102, 107^ 109-110, 143 
personality ot the therapist, importance of, 4-12, 

; 14-16,'^73, 93,104 
Personal Standa;rds • • > 

' and AB variables, 47^ 52, 105 

dinned, lo^ 

in faotor analysis, 167 , 
and improvement in delinquents, 64 
means and standard deviations, 157-158 
^ and MP variables, 153, 156, 159 . ' 

and situationals, 77 
Personal Tendencies Questionnaire 
First version: • . 

construction of, 21^ 108 
^ objectives* of, 21 
Revised version: 

AB items, 35, 41-42, 143-147 
construction of, 107-110 . % 
' objectives of, 26, 61, 111-116 
MP Items, 27, 128-142 
reproduced, 117-127 
Second revision, 164-165 
phenotype, 11, 103, 115,. 164 
Phipps Clinic, Henry, of the Johns Hopkii^g. Hos- 
pital, 2 ^ ^-^h 
advantages of, as a research^ setting, 16 <^ 
further analyses of data from, 26, 34-45, 46-51, 
\ 143-149 

psycho-social orientation of, 14, 32 

PTQ respondents compared with residents at, 

21, 28, 150-151 
PTQ response rates, 28, 30, 31;" 
' phobia, 3 • ' ^ 

physician, personality of, 162-164 
placebo controls, 85, 87, 89-90 
"plasticity of the therapist's personality 
critical importance of, 11, 12, 78-7£i, 94 
evidence regarding, 111, 150-151 ■ 
as general charafcteristic of effective therapist, 
pleasure-seeking, see spending aspect of the 

ProtestaYjt Ethic >^ 
polarities, 9, 30 \ ' 

, populations, research • 

bias in selection of,- through experimental con- 
. . trols, 88-89 

bias in selection of, through nonresponse, 30- 
31, 150-151 
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biaa in selection of,' through statistical mdtoipu- 

lations, 91, 106-107 
description of, first study^ 21 ' 
description of, orientations study, 164 
description of, second study, 28-29 \ 
description of, third study, 54-55, 59 
need for careful description, 2, 83, 92, 95 ^ 
in analogue studies j 91 

in relation to experience of therapists, 81, 91 
in relation to types and severity of pathology, 
' 80, 81, 90 
Phipps patients, '34, 50-51, 78 
Phipps residents, 31, 35, 46, 49, 150-151 
predictor, definition of, 18, see also AB predictors 
Preference for Decision Making ' 
and AB variables, 47, 52 
Coefficient Alpha, 27 ' J 

defiiied, 134 

in factor analysis, 167, ^ 
helpers', in relation to age of youths, ,160 
and improvement in delinquents, 64 
and manipulators vs. schizophrenic^, 77 
means and standard deviations, 157, 158 
and MP variables, 153, 15a» 159 
andSXPRSA, 166 

Preference for Intellectual Challenge ^ 
and AB variables, 47, 52 

• Coefficient Alpha, 27 
defined, 140 ^ ' 

in factor analysis, 167 
and improvement in delinquents, 64 
means and standard deviations, 157, 158 
and ^P variables,- 153, 156, 159 . 
and spending :a£pect of the Protestant Ethic, 
164 

preference for work, see Work Activity 
premedical students, 29, 32-33, 91 
presenting problem, evaluation research implica- 
tions of, 56n, 88 
ripr question, see^ research strategies 
foblem solving, rejection of, seq NSOLVE 

;ess,, therapeutic 
alternate approach to, in studying personality 
]of the therapist, 1, 4, 5-6, 10, 84, 94, 114-115 
witji delinquents, 169-171 ' 
with depressives, 80 
with manipulators, 77 *. 
with neurotics, 74-75 

with psychotics, 79^' , 
with schizophrenics, 16, 75-76 
with subcultural identifiers, 78 
process schizophrenics, see schizophrenics 
proof, scientific, 13, 84, 85, 89, 104 
Protestant Ethtc, 1Q7-108, see also spending 

aspect; Work Ethic 
pseudotheraj)y, 19, 29, 91, 111 
■psychoanalysts, 5-6, 75 ^ . 

"psychobiology, 14 ^ ^ 

psychological treatnient orientation, sec psycho- 

social treatment orientation ^ 
>8yShopathology 
?*:^^Elffer^tiation in, 9, 80-81 
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psychopathology (cont) 

individual reactions tpv 21, 22-23 
psychopaths, see manipulators . ' 

psychophannacol6gy> interest in, 30^ 31^ 
• psychoses, see functional psxchoses 

psycho-social therapies, see also matching'; milieu 
therapy; process, therapeutic; relatioi[)ship, 
therapeutij; 

dam^jing, 7, 8, 10-11, 14n 

effectiveness of, 13-14 

measurement of, 1, 3, 6,13, 88. 91 
^ sociafaspeets of, j2, 5,. 12; 76 

variance, inc]:ease in, 14, 14n 
psycho-social treatment orientation • • 

. and'"A-B Scale," 22, 24,^332, 33 

and MP variables, 16& ^ 
, at the Phipps Clinic, 14-15 i' 

among respondents, 28, 29-*31 

and.VA outpatient cUnics, 78 ^ ^ 

Quay Correctional Preferencie. Survey, 71, 72 ' 
Quay and Parsons, BCl to BC4, 61-62, 64 ^ 
question, scienti^c, see blankety-blank question; 
research strategies 

r, Pearsonian, 105 ^ 
random assig^iment, 85, 86-87, 165 
^ nonrandom at Loysville, 56, 60, 160 y 
fandotn error, 103 
random sampling, IQ^^ 

rapport, see respondents' mbtiya^ion , ; , 

re^nalysis of Phipps data, SOV ifi- 45/ 46-50, 143 
recidivism, 58n " -/ 

' records,"4i^ of', 16, 20, 92 
referee systems, 83, 86 
Regression in the Service of the Ego' 

and AB variables, 47, 52 ■ 

and age of therapist, 162^ * 

Coefficient Alpha^ 27 

defined, 129 ^ 

and drug prescri);)ing cluster, 165 

in factor analysis, 167 
- and helpers' preferences for older youths, 160 

and improven^ent in delinquents, 64 j 

means and standard deviations, 157-158 

and MP variables, 153, 156, 159 

and success with schizophrenics, 79 
. rejection of problem solving, 2, 73-75, see also 
NSOLVE . 

relationship, therapeutic, 4-5, 8-9, 16, 29, 49, see 

also psycho-social therapies 
reliability measures, 102^, 106, 107, 109, see also 
Coefficient Alpha; internal consistency 
iiiterrater agreement, 160 
long-term stability, 150-151. 
test-retesC 92 
Remorse 

\ and AB variables, 47, 52 > 
Coefficient Alpha, 27 
defined, 135 
in factor analysis, 167 




and improvement in delinquents, 64 \ . 
means and standard deviations, 157-158 
and MP: variables, 153, lS6, 159 . 
arid success with neurotic^ delinquents, 63 
and success with neurotics, 151 
replication "7. 
A-B records research, successes of, 19-20, 24» 
• 75, 76 

"A-B Scale," failures of, 16^ 19-20, 111,., 
'*A-B Scale,"- failures of, explained, 32, 50, 143 
''A-B Scale," successes of, 19, 111 • ; 
and cpntrol groups, 88 ^ 
difficulty in, 1, 16, 84 
need for, 1,18, 56,791, 

of personality 'variables regardless of other 

characteristics of therapists, 73 
present rei^licated findings summarized, 2, 94-95 
and therapists' success with neuroticsi 63*, 73 
and therapists' success with schitophrehics^c 
49, 51, 75^7$ 
repression, 3, 74 ^ ^ 

reproducibility in measurement, 107-108^ i43 
research, therapists' rejection of, 10, 74, 75, 88,90 
research strategies in evaluation, 83,^ see also 
blankety-blank, question; control group; 
objectives in research; populations, research 
control variables illustrated, 34-35, 55, 60, 87 
cost effectiveness of various, 1, 6,10, 106, 114 
and diagnostic specificity, 12-13 
empiricism, "dust bowl," 20, 102-103 
favorable conditions for, 16, 87, 90 
in human sciences, 85ff 

independent variables ill defined^ 3-4, 6, 13, 13n 

prior questions, 83-84, 93 . 

reporting of difficulties encountered, 86, 88v 89 
respondents' xpotivation, 107, 108-^)9 
respondents to the PTQ, see populations, research 
response'rates, 28, 30-31, 92, 95, 107 
, response set, 108-109 , 
resi>onsibility of the therapist, 10-11, 16, 82 
reversal, 3ee functibnal reversal; semantic reversal 
rigidity, see plasticity 
rigor, scientific, 83, 90 
* rod and frame test, 114 ■ 
rules of research, 89, 103 " 

"little rules," 162, 109-110 

S (predictor) - 

and AB variables, 40, 154 ^ 
clinical interpretation, 75 
defined, xi, 36, 42, 44 / 
and drugs, 50, 76 

and improvement in delinquents, 65 
means ahd standard deviations, 149, 167, 168 
and MP variables, 155 
sample size, 91, 106 

sampling methods, 95, see also clustered samples 
scale, definition of, 18, 41, 42, 45 ^ V 
schizoid, 9 " * 
Schizophrenics, see also ABDRUG; '*A-B Scal6;" 
\ authoritarianism; Empathic Interest; par- 
ticipative involvement; pathogenesis; S; SD; 
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" • SQUBST; SXPRSA; SXPRSS; TOTir S; improvement of, 59 

\- WB-22 , and MP variables, 64 

and the "evil eye," 15 . Quay Survey item analysis, 72 

aind hyperglycemia, 15 sevefity of, 59. 

and neurosis, 19, 78-79, 114-115 SVIB item analysis, 70 

. and personality disorders, 77-79 skewness, 105, 136/ 

process vs.' reactive, 3, 41, 92 sndkes, 37, 92 J 

.PTQ designed primarily for, 26, 111-115 , sociability, 27, 75; 140, rt2, iee aUo Extroversion 

suid similarity-complementarity in therapist, 112 \ social class of therapists' fathers, 127, 152 
8chools,^therapeuti9, 4-6, 13 ^1 social competence*, 84,' 113, 148 

Sgience and Moral Values . Unsocial concern, 43, 80, 80n 

ahd AiB variables, 47, 52, 105 ^ social desiiiability, 108-109 • . 

Coefficient Alpha, 27 ' social distance, 114 

Refined, 139 . ' ' V social expression, 2, 22, 103, «6e (iX%q SXPRSA, 

in factor analysis, 167 SXPRSS \ ^[ 

and improvement in delinquents, 64 social group effects, 86 

» means an^ standard deviations, 157-158 social treatment orientatiohi 30, 165 

T and mefasurement domains, 109^110 ^ spcio-economic status, Social class > 

• arid MP variables, 47-52 , ■ sociopaths, 76, see a^«0 manipulators 

and success with neurotics,. 75 |3odium*am(^tal, 15 ^ 

scientific questions, 866 research .strategies somatic orientation 

scoring of scaJes, 17, 32, 58, 106 : , and the "A-B Scale," 22, 50 
SD (cluster) I * .r*- as an aspect of therlapist'^ personality in the 

and the "Af-B Scale," '42, 161 : \ _ therapeutic encounter,^ 161-'165 

and A-B ^riables, 40, 154 \ and MP variables, 166 
and age of therapist,* 152 t ' among-PTQ respondents, 28, 29-31 

clinical interpretation of, 79 " somatology of schizophrei^ia, 15 

CoeTfident-Alpha, 109 ^ S OTHR, xi, 41, 42, 149 \ 

correlates compared with correlates of^BDEUG, spending aspect of the Protestant Ethic, 107^-108^ 

50,161 - r 113-114,132,162,164 ' 

defined, xi, 36, 41-42 SQUEST 

in factor analysis, 1Q7 and A-B variables, 40, 44, 154 

and improvement in delinquents, 65 Coefficient Alpha, 109 

means and standard/deviations, 149, Wl, 158 defined, 37, 43 

' and MP variables, 47/155 • and extroversion, 47, 102 

and sex of therapist, 160 in factor analysis, 167 ^ 

and success When drttgs are prescribed, 49-50 and improvement in delinquents, 65 

selection of teat items, ^ee item selection : means and standard deviations, 1^9, 157, 158 

* selection tests v ' " ^ and MP variaCbles, 47^ 155 

"A-B" Sc9leas, t8, 112, 115 and sex of therapist, 160 

e1riterioi;bbase(^/103 and success when drugs are prescribed, 50 

, . self-knowledge of the therapist, 7, 12 standardized tests, 1Q2, 103 

8em|intic reversal of A-B predictors and scales standards, personal, 86(8 Personal Standards 

or^he ''A-B Scale," 2, 22, 32-33, 78, 92, 161 statistical si^ificance 
; of SD and DBUSNS, 47, 155, 161 ' for clustered samples, 106-107 
severity, 56, 56n, 57, 58-60, 78, 79, 160 i for correlation matrix as a whole, 60n, 104 
sex of clients, 41, 78, 92 of correlations between predictors with over- 
sex of therapists ' ^ lapping items, 35 ^ ^ 

aiid^e "A-B Scale," 21, 29, 34, 41, 115 for ^drug-free predictors and MP variables in 
and other A-B predictors, 152, 158, 160 - . hospital and nonhospital therapists, 45 
shamanism,' 10 for item analysis m high and low empathic in- 
showing off, 164 terest groups, 23 ' 
side-show freaks,. 38, 42, 92 4 . ''^ Strong Vocational Interest Blank, ii 
significance, , a66 statistical significance Form M, for Men, 29, 34 ' 
similarity of therapists and clients, 112-113, «ee long-term stability, 150 . 

a/so matching some items in context, 143 

situationals (delinquent) strutting for an audience, 164 

and the "A-B Scale," 78, 79 s^-->^^ subculturdl identifiers (delinquent) 

'and A-B variables, 65 ( A r and A-B variables, 65. 

defined, 57, 169-171 'V I defined, 57, 170-171 

helpers- improvement scores correl^tea with helpers' improvement scores correlated with 

those for subcultural identifiers, 60-61 those for situationals, 60-61 
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improvement of, 59 
and MP variables, 64 ^ 
Quay Survey item analysis, 71 
severity of, 59 

SVIB item analysisr69 ^7 
aubliminal conimuhication, 6, 84, 93, 113 
"Super .A" therapist, 7$ 
superego, 27, 68; 135; see also Remorse 
supportive function of leadership, 76 
SXPUSA 

and the "A-B" Scale," 103 
and A-B variables, 40, 44, 154 
clinical interpretation, 75 
^ Coefficient Alpha, 109 
defined, 37, 43 
in factor analysis, 166-167 • - 
knd iniprovement in delinquents, 65 * 
a nnanifest scale, 161, 166 
means an4 standard deviations, 149^ 157, 158 
and MP variables, 47, 155 
a nascent construct/ 103, 161 . * . 
' negative for subcultural ident liters, 7j3 
and success with schizophrenics when drugs are 
prescribed, 50 
SXPRSS^ 

and A-0^variables, 40, 44, 154 
Coefficient Alpha, 109 
defined, xi, 37, 43 
in factor analysis, 167 . 
and improvement in delinquents, 65 
means and standard deviations, 149, 157,* 158 
and MP variables, 47, 155 ' 
and success when drugs are prescribed,. 50 
symptom reduction, emphasis on, 16, 24, 7Cf» 93, 
see also tolerance of schizophrenic pathology 
systematic observation, 36e observation, sj^tematic 

technique, therapeutic, see process, th elf-ape utic 
temperament, 11 

test construction, 102-103, '1*07-110, see also 
' / i personality Measurement 
Thematic Apperception Test, 'xi, 6, 8 
therapist, defined, 73, see also adjustment probr 

' .liems; aptitudies; expectations; multiple 
traits; plasticity; psycho*s<]jcial treatment 
orientation; schools; self-knowledge; sex; 
somatic orientation; training 
"therapist variable" criticized, 7, 9, 18^ 92 
time trends, 60, 148 ^ 
tolerance of ambiguity, 132 
Tolerance of Ambivalence 

and A-B variables, 24,. 47, 52, 155 

and age of therapist, 152 

and Antidemocratic scale, 137 

Coefficient Alpha, 27 

defiiied, 134 

in factor analysis, 167 

and improvement in delinquents, 64 . 

internal consistency vs. validiatfi4n, 109 

means'and standard deviations^ 157-158 



and MP variables, 153, 156, 159 
^ and need-fear dilemma, 76 

and other tolerance scales, 107' ^ 
tolerance for complexity, see Need for Closure 
tolerance of schizophrenic pathology, 2, 76, 78, 
V '95, 114 , 
Tolerance of the Unrealistic Experience^ 

and A-B variables, 24, 47, 52, 165^ 
* and Antidemocratic, 137 

Coefficient Alpha, 27 

defined, 133 

in factor analysis,' 167 

and improvement in delinquents, 64 

and manipulators vs. schizophrenics, 77 

means and standard deviationd, J57, 158 

and MP variables, 153, 156, 169 

and other tolerance scales, 107 

and rej^c£ion of business interests, 80 * 
TOTL D and TOTL N - : V .< 

and A-B variables, 40, 154 - . 

and age of therapist, 152 ^ 

defined, 35, 41, 44 v ^ 

and improvement in delinquents, 65 - ' _ 

means arid "standard deviations, 149, 167, 158. 

and MP variables, 47, 155 
I / stability, long-term, 150-151 - 
JTOTL S ^ 

;f>nd ABDRUG, 49, 51^2, 76 
^iWid A^B variables, 40^16^ 
refined, 36, 4i, 44 , 

rand improvement in delinquents; 65 
^ Ateans and standard deviations, 149, 157, 168 
Jaiid MP variables, 47, 155 
'stability, long-torm, lj50-151 
^ .4nd success whe^iT drugs af e prescribed, 50 
training of therapists, 6-^, 12, 73, 82, 95 
traumas of childhood, 74 v \ 
turning against the self, 9 ' . 

unconditional regard* 8^ 114 

understanding the schizophrenic, see also/Em- 
pathic Interest, 2, 16, 76 

unidimensionality, eee internal consistency : 

unreaiistic experience, 8§e Tolerance of the Un- 
realistic Experience I 

validation group,- original, of therapists, ^ee also 
populations, research 
inpatient vs. outpatient, 79^ 
Loysville delinquents described, 55 . 
hiale vs. female, 78 

neurotics at Phipps and at Loysville, 54, 94 
neurotics at Phipps und at VA outpatient clinics, 
34, 78 : 

validation jgroup, original of therapists, see also 
\ criterion subjects; populatiohs,, research 
comparison of PTQ respondents with Phipps 
' residents, 21, 26, 28, 31, 61, 91-92 
variance, critical role of variables in, ^-86 
variflj^<«><<^, mcrease in psychorsocial theriipies, 14, 14n 
Vet€^|i^^ dutpatient clinics, pa- 

tients of, 19, 32, 41, 78-79, 148 
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warmth, 8 
Washington University./ St* Loui^^^ 15 
W-B 22 and W-B 23, see aUo "iA^B Scale'' 
laiid the "A-B Scale," 32ri, 36; 41. . 
and the A-B variables,: 40, 154 
eioirrelation between, 32nv 4i 
fiieans and standard deviatifbils, ,149, 157, 158 
and MP variables, 47, 155 • 
and SD, 42, 161 . \ ' . 

Wqrk Aqtiyity 

and A-B variable^^ 47, 156 
Coefficient Alpha, 27 
defined, 142 

,n6t in factor analysis, 166 ^ • 
• nieans and standard deviations, 157*-1 58 
and MP variables, 163, 156 I 
skewed, 105 ;! i 

and Work Ethic, 790,142 ' 



Work Ethic L ^: ^ \ 

and A-B variables, 47, S2, 155 \ 1/^? - • 
Coefficient Alpha> 2'? r • * ; 7 

defined, 132 * ^ v-; ^ 

•in factor analysis, 167 ' 
and helpers* preferences for older youths, 160 ' 
and improyement in delinquents, 64 

- and improvement in depressives, 151 . ' <(ir. , 
and nleans and standard dieviations,'^57, 158 
and MP variables, 153^ 156, 159 -.^^ Ky,- 
and spending adpect of the Plrote^tant Ethic, 164 ^ 
and Work Activity, 79n, 142 ■ 

working through neurotic problems, 73-74 
worsening of clients in psycho-social therapies, 
7, 8, 10-11, 14, 14n, 88, 93 . . ^ . 

yielding to social pressure, 8()n, 138v v.^ 
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